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EDITORIAL - REDAKSIONEEL 


A PNEUMOCONIOSIS CONFERENCE IN 
SOUTH AFRICA 


Sixteen eminent scientists* have been invited 
by the Council for Scientific and Industrial 
Research, acting on behalf of the Government, 
to attend an international conference on pneu- 
moconiosis, to be held in Johannesburg from 
9-21 February 1959. 

The conference will bring together medical, 
engineering, chemical, physical and _ radiolo- 
gical experts to discuss all aspects of the pneu- 
moconiosis problem. Several foreign govern- 
ments and organizations, e.g. the World Health 
Organization and the International Labour 
Office, are expected to send delegates. 

Prof. S. F. Oosthuizen (President of the S.A. 
Medical and Dental Council) will be President 
of the Conference and the Secretary-General 
will be Dr. A. J. Orenstein, the first Director 
of the C.S.I.R. Pneumoconiosis Research Unit 
in Johannesburg. 

Pneumoconiosis (the designation of a group 
of diseases) is caused by the inhalation of dust, 
of which silicosis (one of the oldest occupa- 


"N PNEUMOKONIOSEKONFERENSIE IN 
SUID-AFRIKA 


Sestien vooraanstaande wetenskaplikes* is 
namens die Regering deur die Wetenskaplike 
en Nywerheidnavorsingsraad uitgenooi om in 
Februarie 1959 ’n internasionale pneumo- 
koniosekonferensie in Johannesburg by te 
woon. Die konferensie sal deskundiges op die 
gebiede van die medisyne, ingenieurswese, 
chemie, fisika en radiologie bymekaarbring om 
al die aspekte van die pneumokoniosevraag- 
stuk te bespreek. Na verwagting sal verskeie 
buitelandse regerings en organisasies soos die 
Wereldgesondheidsorganisasie en die Inter- 
nasionale Arbeidskantoor afgevaardigdes stuur. 
Prof. S. F. Oosthuizen, Voorsitter van die S.A. 
Mediese Raad, sal as President van die kon- 
ferensie optree en dr. A. J. Orenstein, Direk- 
teur van die W.N.N.R. se Pneumokoniose- 
navorsingseenheid in Johannesburg, sal as 
Sekretaris-generaal fungeer. 

Pneumokoniose is die benaming van ’n 
groep siektes wat deur die inaseming van stof 
veroorsaak word. Een van die belangrikste en 





*United Kingdom: Prof. E. J. King, Postgraduate 
Medical School of London, Ducane Road, London 
W.12.; Prof. J. Gough, 22 Park Road, Whitchurch, 
Cardiff, Gt. Britain; Dr. J. C. Gilson, O.B.E., Direc- 
tor, Pneumoconioses Research Unit, Llandough Hos- 
pital, Nr. Penarth, Glem., Gt. Britain; Dr. John 
Rogan, Hobart House, Grosvenor Place, London 
$.W.1.; Dr. G. Nagelschmidt, Safety in Mines Re- 
search Establishment, Sheffield 1; Dr. A. Meikeljohn, 
The University, Glasgow W.2, Scotland. 

U.S.A.: Dr. O. A. Sander, 710 N. Plankington 
Avenue, Milwaukee, Wis., U.S.A.; Prof. A. J. Vor- 
wald, Wayne State University College of Medicine, 
Detroit 7, Michigan, U.S.A.; Prof. Theodore F. 
Hatch, University of Pittsburgh, Dept. of Occupa- 
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tional Health, Pittsburgh 13, Pennsylvania, U.S.A. 

Belgium: Dr. A. Houbrechts, Institute des 
Hygiene des Mines, Hasselt, Belgium; Dr. F. 
Lavenne, Institute des Hygiene des Mines, Hasselt, 
Belgium. 

Germany: Prof. Dr. Giinther Worth, Kranken- 
haus Bethanien, Moers a/Rhein, Germany; Dr. 
Walkenhorst, Silicosis Research Institute, Bochum, 
Germany. 

France: Prof. Policard, Institute d'Histologie, 
Faculte d’ Medecine, Lyons, France. 

Switzerland: Prof. Dr. P. H. Rossier, 
strasse 28, Zurich, Switzerland. 

N. Rhodesia: Dr. Robert Paul, Director, Silicosis 
Bureau, Kitwe, N. Rhodesia. 


Helen- 
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tional diseases in Man’s history) is among the 
most important and most widespread. This 
disease is contracted through the inhalation of 
particles of silica and quartz. 

Pneumoconiosis diseases occur in every 
country where mining takes place in quartz- 
containing rock. They are also prevalent in 
certain coal mines, and in industries in which 
silica or silicates are used. Although much 
is known about pneumoconiosis and its pre- 
vention, much is still not fully understood. 
Consequently, if full control is to be achieved, 
the gaps in our present knowledge and under- 
standing of the disease must be filled. 

This Conference is unique in that it will, 
for the first time, bring together pneumoco- 
niosis experts from the medical, engineering, 
chemical, physical and radiological fields, so 
that each aspect of the problem will be dis- 
cussed in relation to the others. Although 
many international conferences have been held 
before on the problem of pneumoconiosis, 
nearly all of them have concentrated on either 
the medical aspects or the question of dust pre- 
vention. 

The Conference will have two themes: 

i. To review what has already been learned, 
but not yet published; 

ii. To discuss ways and means of solving 
outstanding problems. 

South Africa, as a leading mining country, 
has for the past 40 years played a prominent 
part in pneumoconiosis research and preven- 
tion. The CS.1.R. Pneumoconiosis Research 
Unit, which is maintained by funds provided 
equally by the Government and the Transvaal 
and Orange Free State Chamber of Mines, is 
as comprehensive in its scope as any in the 
world. It is, therefore, particularly fitting that 
South African scientists should play a leading 
part in the coming conference, and that this 
conference should be held in the Union. 
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mees wydverspreide voorbeelde van _ hierdie 
siektegroep is silikose wat onder die oudste 
beroepsiektes in die geskiedenis van die mens 
ressorteer. Hierdie siekte word deur die in- 
aseming van silikadeeltjies en kwarts opgedoen 
Pneumokoniosesiektes kom voor in alle lande 
waar kwartsbevattende rots ontgin word. Hulle 
kom ook voor in sekere koolmyne en by ny- 
werhede waar silika of silikate gebruik word 
Hoewel heelwat reeds bekend is omtrent pneu- 
mokoniose en die voorkoming daarvan, is daar 
tog nog baie wat taamlik duister is; as ons dus 
die siekte volkome onder beheer wil bring, sal 
die leemtes in die huidige kennis en begrip 
daarvan eers gevul moet word. 

Hierdie konferensie is vermoedelik enig in 
sy soort omdat dit vir die eerste keer pneumo- 
koniosedeskundiges op die gebied van die 
medisyne, ingenieurswese, chemie, fisika en 
radiologie bymekaar sal bring sodat deur mid- 
del van bespreking, al die aspekte van die 
vraagstuk met die ander aspekte in verband ge- 
bring sal word. Hoewel daar baie internasio- 
nale konferensies oor die probleem van pneu- 
mokonoise reeds gehou is, was feitlik almal of 
op die mediese of op die stofvoorkomings- 
aspekte gekonsentreer. 

Die konferensie sal twee temas hé: 

i. Om dit wat reeds bekend is maar nog nie 
gepubliseer is nie, in oorsig te neem; 

ii. Om metodes vir die oplossing van onop- 
geloste vraagstukke te bespreek. 

Suid-Afrika, as ’n vooraanstaande mynbouland, 
het oor die afgelope 40 jaar, 'n belangrike rol by 
die navorsing en voorkoming van pneumokoniose 
gespeel. Die werksaamhede van die Pneumoko- 
niosenavorsingseenheid van die W.N.N.R., wat in 
stand gehou word met behulp van fondse in gelyke 
dele deur die Regering en die Transvaalse en Vry- 
staatse Kamer van Mynwese bygedra, is net so om- 
vattend as enige ander ter wéreld. Daarom is dit 
veral gepas dat Suid-Afrikaanse wetenskaplikes 'n 
belangrike rol in hierdie konferensie sal speel en 
dat hierdie konferensie in die Unie gehou word. 


INTERNATIONAL JOURNAL OF HEALTH EDUCATION 


This new journal has been established in res- 
ponse to the need felt for some time for an 
international medium to link together all those 
interested in health education. 

It is sponsored by the International Union 
for Health Education of the Public, as an 
illustrated quarterly review in English and in 
French. 

The Editorial Committee consists of the 
following members : 

Dr. John Burton (Medical Director, Central Coun- 
cil for Health Education, Great Britain); 

Prof. Pierre Delore (Director, Regional Health 
Education Centre, Lyons, France); 


Hierdie nuwe tydskrif word gepubliseer om te 
voldoen aan die reeds lank gevoelde behoefte 
aan ‘n internasionale medium wat as skakel 
kan dien tussen almal wat in gesondheids- 
opvoeding belangstel. 

Dit staan onder beskerming van die Inter- 
nasionale Bond vir die Gesondheidsopvoeding 
van die Publiek, en verskyn in die vorm van 
’n geillustreerde driemaandelike oorsig in En- 
gels en Frans. 

Die redaksionele komitee bestaan uit die vol- 
gende lede: 

Dr. John Burton (Mediese Direkteur, Sentrale 
Raad- vir Gesondheidsopvoeding, Groot-Brittanje); 
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Miss Annette le Meitour (Editor, Chief of Publica- 
tions, League of Red Cross Societies); 

Prof. Clair E. Turner (Chief Advisor, Inter- 
national Union for Health Education of the Public); 

Mr. Lucien Viborel (Secretary General, Inter- 
national Union for Health Education of the Public). 

The Editorial Committee is also assisted by 
a considerable list of national correspondents 
from all over the world. 

The first issue (published in January 1958) 
contains not only original articles, e.g. Doctor 
Means Teacher and Health Education in In- 
dustry, but also reports from Africa, the Ame- 
ricas, Asia, Australasia and the U.S.S.R. 

The annual subscription is £1. Os. Od. and 
should be forwarded to: 

The Editor, International Journal of Health 
Education, 3, Rue Viollier, Geneva, Switzer- 
land. 
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Prof. Pierre Belore (Direkteur, Streekgesondheids- 
opvoedingsentrum, Lyon, Frankryk); 

Mej. Annette le Meitour (redaktrise, Hoof van 
Publikasies, Bond van Rooikruisverenigings); 

Prof. Clair E. Turner (Hoofraadgewer, Interna- 
sionale Bond vir die Gesondheidsopvoeding van dic 
Publiek); 

Mnr. Lucien Viborel (Hoofsekretaris, Interna- 
sionale Bond vir die Gesondheidsopvoeding van die 
Publiek). 

Die Redaksionele Komitee word ook bygestaan 
deur 'n uitgebreide lys van nasionale korrespondente 
in alle dele van die wéreld. 

Die eerste uitgawe (gepubliseer in Januarie 1958) 
bevat nie alleen oorspronklike artikels nie, bv. 
Doctor Means Teacher en Health Education in In- 
dustry, maar ook verslae uit Afrika, die Amerikas, 
Asié, Australasié en “die Sowjet-Unie. 

Die jaarlikse intekengeld is £1, en moet gestuur 
word aan: Die Redakteur, International Journal 
of Health Education, 3, Rue Viollier, Geneve, Swit- 
serland. 


PORTAL VENOGRAPHY 
WITH REFERENCE TO VENO-OCCLUSIVE DISEASE IN BANTU CHILDREN 


LEN STEIN, B.Sc. (Hons.), M.B., F.R.CS. 


Department of Surgery, University 


Portal venography may be defined as the radio- 
logical demonstration of the portal vein, its 
collateral vessels and its termination, by means 
of radio-opaque solutions. This method of in- 
vestigation is accepted as a safe procedure and 
in many hospitals is now used routinely in the 
investigation of cases of suspected portal hyper- 
tension and certain other conditions. 

Portal venography may be performed in two 
ways : 

1. Operative or Portal Portography. The 
contrast medium is injected at open operation 
through a smali tributary of the portal vein 
(e.g. a mesenteric or gastro-epiploic vein) by 
means of direct needle puncture or, more suit- 
ably, by means of a small polythene catheter 
tied into the vein. 

The catheter is passed as far up the vein as 
possible in order to get into, or close to, the 
portal vein; 20 cc. of 50% diodone (5-10 c.c. 
in children) are injected without undue pres- 
sure and as many plates as possible are taken 
as the last few c.c. are injected. This method 
was described by Blakemore and Lord in 1945.! 

2. Percutaneous Trans-Splenic Portal Veno- 
graphy. Abeaticci and Campi (quoted by 
Atkinson?) showed in 1951 that it was possible 
to visualize the portal vein by direct splenic 
puncture and intrasplenic injection of contrast 
medium in dogs. In the same year Leger in 


of the Witwatersrand, Johannesburg 


Paris performed this in Man, at open operation, 
and Boulvin, Chevalier et al. (quoted by Atkin- 
son?) showed that this could be done percu- 
taneously, i.e. without open operation.* In 
South Africa the technique was pioneered, 
apparently quite independently, by Dreyer and 
Budtz-Olsen in 1952.3 

Since then many hundreds of such proce- 
dures have been reported from different centres 
throughout the world. This method has largely 
superseded portal portography because it may 
conveniently be done in an X-ray Department 
under local anaesthesia. Furthermore, in portal 
portography, excessive filling of splanchnic 
veins may occur, making the picture difficult 
to interpret. However, there are cases where 
portal portography is performed in preference 
to the percutaneous method. These will be 
discussed later. 


The trans-splenic percutaneous technique has 
been well described recently by Steiner and 
Sherlock* and consists in: 

(a) Adequate sedation and testing of patients for 
iodine sensitivity. 

(b) Local anaesthesia to the skin and deeper 
tissues in the 9th or 10th interspace in the mid- 
axillary line on the left. 

(c) A lumbar puncture needle with stylet in situ 
is pushed inwards and slightly backwards towards 
the centre of the spleen (determined by dullness 
to percussion). A resistance is felt as the needle 
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strikes the spleen and the needle is then pushed 
in for a further 2-3 cm. 

(d) The stylet is withdrawn and a characteristic 
drip of blood comes from the needle if its point 
is within the splenic pulp. 

(e) The needle is seen to move up and down 
with respiration. The patient is asked to stop 
breathing while the needle is being pushed into 
the spleen and also if the needle has to be steadied 
for any purpose. 

(f) A recording of the intra-splenic pressure is 
made by means of a strain-gauge manometer and 
then the needle is connected to a 50 cc. syringe 
by means of an adapter and polythene tubing. 

(g) 40 c.c. of 70% diodone solution are injected 
as rapidly as possible and plates are taken during 
the injection of the last few c.c. and also for a 
second or two after the last c.c. has been injected. 

We have had quite satisfactory pictures 
using manual injection and have not found it 
necessary to use any pressure injection appara- 
tus. There have been no ill effects from leav- 
ing the needle iv situ while the pictures are 
developed; but it is probably safer to remove 
the needle on completion of the injection. 

A careful watch is kept on the patient, after 
this procedure, for 24 hours in case of persistent 
bleeding from the site of the puncture. The 
patient is confined to bed, an hourly pulse is 
taken and the abdomen is palpated frequently. 

We have used these procedures successfully 
in over 30 cases without any obvious ill effects. 

Although liver function tests may determine 
whether the portal obstruction is intra- or 
extra-hepatic, they are by no means infallible. 
Usually if bromsulphthalein is retained 30 
minutes after intravenous injection, if there is 
reversal of the albumin: globulin ratio, if the 
cephalin flocculation test is positive, and needle 
biopsy demonstrates cirrhosis of the liver, then 
intra-hepatic block is fairly certain. If these 
tests are negative it is safe to assume that the 
block is extra-hepatic.° 


INDICATIONS FOR PERFORMING PORTAL 
VENOGRAPHY 


1. Portal venography will confirm whether 
there is extra- or intra-hepatic obstruction to 
the portal blood flow. 

2. Pre-operatively, portal venography demon- 
strates the size and patency of the portal vein. 
This is important for the surgeon proposing to 
perform a shunt operation. Walker® has re- 
corded that before 1952, when he began routine 
trans-splenic portal venography, he was occasion- 
_ ally forced to abandon the operation because, 
after a long thoraco-abdominal incision and 
dissection, he found an unsuitable vessel or an 
extra-hepatic block. 

3. In the investigation of undiagnosed cases 
of gastro-intestinal haemorrhage, the demon- 
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stration of oesophageal varices by venography 
is strong presumptive evidence that the haemo- 
rrhage is due to portal hypertension. 

4. It helps to elucidate some cases of un- 
explained splenomegaly, e.g. if the spleno- 
megaly is secondary to splenic vein thrombosis. 

5. In some cases of neuropsychiatric dis- 
orders in the presence of portal cirrhosis, the 
failure to show collateral vessels would suggest 
that these disorders are not related to liver 
disease.4 

6. Portal pressure may be measured by means 
of a water manometer or more conveniently by 
means of a strain-gauge manometer which gives 
a permanent graphic recording of the pressure 
(Fig. 9A). In portal portography the catheter, 
when pushed right into the portal vein, will 
give a direct reading. In percutaneous trans- 
splenic portal venography the intra-splenic pulp 
pressure is measured. This bears a close rela- 
tion to the portal venous pressure.’ 

7. The patency of a previously performed 
shunt operation can be assessed. 


CONTRA-INDICATIONS 


Trans-splenic venography is not performed in 
jaundiced patients with a low prothrombin 
Index or in other cases with a bleeding ten- 
dency (e.g. thrombocytopaenia). Where ascites 
is present or where the spleen is impalpable, 
the procedure is more difficult but may still be 
performed. 


COMPLICATIONS OF THE PROCEDURE 


These are: 

1. Bleeding. This has not occurred in our 
series. Cases have been recorded where splenec- 
tomy was necessary owing to continued bleed- 
ing. O'Sullivan and Evans® operated on 18 
cases immediately after intra-splenic injection 
and found that in only one case was haemo- 
rrhage still going on, and that was in a case of 
thrombocytopaenia. 

2. Injection of contrast medium into Site: 
other than the splenic pulp. 

(a) Intraperitoneal injection may cause some 
local pain and pain referred to the shoulder 
tip. No long-term ill effects occur. 

(b) Injection into colon or stomach does not 
appear to cause ill effects. 


(c) Intra-capsular injection: The contrast 


medium is found to have outlined the spleen 
but the dye does not enter the portal venous 
system. We have had one such case (Fig. 1). 
Satisfactory pictures were then obtained by 
inserting the needle a further 2 cm. and repeat- 
ing the injection (Fig. 2). This probably occurs 
where there is marked capsular thickening. 
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Fig. 3. The Portal Venous System. The portal inflow 

tract and the hepatic portal tree (diagrammatic). (After 

Douglas and Baggenstoss, 1950, and McIndoe, 1928). 
: Left branch (portal vein). 

Right branch (portal vein). 

Portal vein. 

Left gastric vein. 

A superior pancreatico-duodenal vein. 

Short gastric veins. 

Pancreatic veins. 

Inferior pancreatico-duodenal vein. 

Left gastro-epiploic vein. 

Right gastro-epiploic vein. 

Inferior mesenteric vein. 

M: Superior mesenteric vein. 

Right colic vein. 

Left colic vein. 

Middle colic vein. 

Tleal veins. 
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THE NORMAL PORTAL VENOGRAM 


The intra- and extra-hepatic circulation was 
studied by McIndoe® and Douglas and Baggen- 
stoss!9 both in normal and cirrhotic livers. 
There are 5-6 successive orders of division of 
the portal venules into the sinusoidal circula- 
tion. Branches are usually given off at right 


Fig. 1. Contrast medium outlining the spleen, but not 
entering the splenic vein. 


Fig. 2. Repeat film taken after inserting the needle 
further into the splenic pulp. Note the contrast medium 
still present from the first injection. 


angles to the parent stem and sinusoids arise 
from the tips of the venules. The relationship 
of the portal and hepatic veins is that of two 
huge systems, dovetailing so accurately that no 
two vessels come into contact and all terminals 
are at the greatest possible distance from one 
another. The intervening space is occupied by 
hepatic cells. In cirrhosis this arrangement is 
grossly distorted. Pooling of blood in large 
areas takes place and the normal pattern of 
constant division to smaller radicles may be 
altered. This is due to fibrosis and to pressure 
of regenerating liver cells. 

After injection, dye collects in the splenic 
pulp and then goes very rapidly via the splenic 
vein to the liver, where the vein divides into 
its terminal branches (Fig. 3). Most of the dye 
reaches the right lobe of the liver.!! The 
radicles divide (as it to be expected from the 
foregoing anatomical description) at right 
angles from the parent stem and in constantly 
diminishing sizes (Fig. 4). A ‘streamline’ 
effect is seen at the entrance of the superior 
mesenteric vein due to dilution of the dye at 
this point, but the theory that the right lobe 
receives only blood from the large bowel is 
definitely exploded by this investigation. There 
is no filling of collateral vessels. 


THE ABNORMAL PORTAL VENOGRAM 


In cirrhosis of the liver with portal hyperten- 
sion the spleen-liver flow is more sluggish, the 
hepatic architecture is distorted and ‘ pooling’ 
of blood occurs with larger branches coming 
off smaller vessels (Fig. 5). Blocking of the 
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Note: (a) Collateral filling. 


(b) ‘Streamlining’ at the origin of the portal vein. 


Fig. 4. Normal portal venogram in a case of splenomegaly. 
Fig. 5. Trans-splenic portal venogram in a case of portal 
hypertension with haematemesis due to cirrhosis of the liver. 





The portal vein is suitable for porta-caval anastomosis. 
Fig. 6. Venogram showing thrombosis of the splenic vein. 
Fig. 7. Portal portography in a normal case. The injection was given under pressure. Note dilatation of 
the superior mesenteric vein (A). There is no collateral vein filling although the splanchnic bed fills well. 


Normal liver pattern. 


Fig. 8. Trans-splenic portal venogram performed some months after section and re-suture of the cardia 
of the stomach. Note the presence of oesophageal varices (A) and re-formation of veins across the suture 


line (B). Note streamlining in the portal vein (C). 


portal vein or splenic vein thrombosis (Fig. 6) 
is shown. 

Filling of collateral vessels is demonstrated 
only when portal hypertension is present. The 
left gastric vein is usually the first vein to be 
visualized and its anastomoses with tributaries 
of the systemic system are demonstrated. These 
are the oesophageal varices and they are shown 
up more accurately than by oesophagoscopy, by 
barium swallow or by both combined.? Even 
under pressure during portal portography we 
have not filled collateral vessels in persons 
with normal pressures (Fig. 7). It must be 
remembered, however, that portal hypertension 
can occur without collateral filling and without 
oesophageal varices, and the prognosis for a 
patient with portal cirrhosis is probably better 


if no portal collateral circulation is visualized. 
In one of our cases with recurrent haematemesis 
a ‘Tanner’ procedure (whereby the stomach 
including the large left gastric and the short 
gastric veins, is divided high up and re-sutured) 
had been performed. This led to only a tempo- 
rary relief and haematemesis recurred owing 
to recanalization of veins (Fig. 8). Apparent 
permanent relief has now been obtained by 
performing a porta-caval shunt. 

The normal portal pressure is about 10 mm 
Hg or 130 mm. H:O. There are variations 
due to respiration or when performing 
Valsalva manoeuvre (Fig. 9B). We have 


accepted that pressures above 17 mm. Hg | 
(approximately 220 mm. H:O) indicate portal | 


hypertension. 
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Fig. 9A. Strain-gauge recording of a case with portal hypertension. This was performed at the same 
time as the splenic portal venography in the case shown in Fig. 8. 
Fig. 9B. A recording to show the marked rise in pressure during a Valsalva manoeuvre. 


VENO-OCCLUSIVE DISEASE OF THE LIVER 


Occlusion of venous drainage from the liver 
was described by Budd 100 years ago. In 1899 
Chiari described the pathological changes, and 
the syndrome is now commonly known as the 
Budd-Chiari syndrome. 

The occlusion may be at the junction of the 
hepatic vein with the inferior vena cava; in 
the inferior vena cava beyond the entrance of 
the hepatic veins; or in the small central veins 
in the liver itself, and may result from primary 
inflammation, pressure from tumours, poly- 
cythaemia, etc. 

The term veno-occlusive disease was first 
used by Hill in connexion with West Indian 
children presenting with ascites, hepatomegaly 
and portal hypertension. Typical histological 
appearances are found in the liver, viz. central 
vein congestion and collagenosis with subendo- 
thelial proliferation. The cause of the condi- 
tion is unknown, but toxic substances were 
suspected. In South Africa Selzer and Parker!? 
described a series of cases in 1951, presenting 
with the Budd-Chiari syndrome, who were 
suffering from senecio poisoning. Histologi- 
cally these cases showed ‘centrilobular haemo- 
rrhage and disappearance of liver cells. There 


was thrombus formation and organization in 
the central veins and the hepatic veins’. They 
were able to produce similar changes in the 
livers of rats fed on senecio. 

Jeliffe and his co-workers,'?: '4 in a series of 
papers, have described a number of cases from 
the West Indies which show similar typical 
histological appearances and central vein 
obstruction. 

At the Baragwanath Hospital, Johannesburg, 
we have had a number of cases which fit in 
with the criteria described by Hill and Jeliffe. 
There was central vein thrombosis with 
subendothelial proliferation histologically, while 
clinically the cases presented with hepato- 
megaly and gross ascites. This latter feature 
corroborates the ideas of Madden et a/.'> and of 
Ravdin!® that ascites is due to obstruction of 
the venous return (i.e. of the outflow tract) of 
the liver. These cases have been described in 
detail and published by members of the Paedia- 
tric Department at Baragwanath.!'’ 

We have not been able to find evidence of 
any toxin having been given to these children. 
In the West Indies series various poisons were 
postulated (e.g. in Bush tea). In our cases portal 
venography was done as part of the diagnostic 
procedure. 
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Fig. 10. A mild case of veno-occlusive disease. Note the normal liver pattern (A) but some filling of 
peri-oesophageal and collateral vessels (arrow at B). Portal portogram. 
Fig. 11. A more severe case of veno-occlusive disease. The portal portogram gives excess filling of 
the splanchnic bed (A), but oesophageal varices are demonstrated (arrow at B). 
Fig. 12. A severe case of veno-occlusive disease of the liver in an infant. 
Note: (A) The point of the needle in the superior mesenteric vein. 

(B) Marked collateral filling. 

(C) Superior and inferior epigastric veins filling from the umbilical area. 

(D) Azygos and hemi-azygos veins. 

(E) Left gastric vein filled and anastomosing with veins of the systemic system in the oesophageal 

area (arrow). 

Fig. 13. Picture taken a few seconds after the picture in Fig. 12. Note the filling of the systemic venous 
tree. 
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As the cases were all children, general anaes- 
thetics were usually given. Also, as there was 
marked ascites and often an impalpable spleen, 
portal portography was usually performed in 
preference to percutaneous puncture. Open 
operation was preferred, in any case, to get 
adequate sections from the large turgid liver 
where bleeding was a serious complication and 
could therefore be controlled more easily under 
vision. This was done through a small upper 
paramedian incision. 

The pictures obtained corresponded with the 
clinical state of the patient, and we were able 
to confirm the presence of portal hypertension 
by pressure measurements. 

As was to be expected from the pathology, 
the portal vein architecture in the liver was 
normal in the less severe cases, but some col- 
lateral filling took place (Fig. 10). In more 
advanced cases marked collateral formation is 
seen (Fig. 11). A case exhibiting marked 
collateral filling of the veins of the anterior 
abdominal wall (giving rise to a Cruvelhier- 
Baumgartner syndrome) and of the azygos and 
hemi-azygos veins via the oesophageal veins 
was shown up by portal venography (Figs. 12,. 
13). 

Recently Walker® reported on the skill of 
his assistant who, having put a needle through 
the spleen, was able to get a good portal veno- 
gram owing to the chance that his needle was 
in the splenic vein. We have managed to im- 
prove on this because, in the case illustrated 
in Figs. 12 and 13, we were able to impale the 
superior mesenteric vein when attempting a 
splenic venogram—a very rare chance. 


SUMMARY 


A description is given of the two techniques 

by which portal venography may be performed. 
The indications, contra-indications and com- 

plications of the procedure are examined. 

The features of normal vessels and those 
found in various types of portal hypertension 
are mentioned. 

A short description of venous occlusive 
disease is given and stress is laid on the 
presence of hepatic vein occlusion. 

Portal venograms performed on children 
suffering from this condition are described. 

An attempt has been made to show that the 
investigation is safe and that it should be more 
frequently performed. 
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OPSOMMING 


Twee maniere waarop poort-venografie uitgevoer kan 
word, word beskryf. 

Die indikasies, kontra-indikasies en verwikkelinge 
van die prosedure word bespreek. 

Die kenmerke van normale vate, en dié wat aan- 
getref word by verskillende soorte hipertensie van 
die poortaar word genoem. 

’n Kort beskrywing van aderlike okklusie-siekte 
word verstrek, en klem word op die aanwesigheid 
van leweraarokklusie gelé. 

Poort-venogramme, uitgevoer op kinders wat aan 
hierdie kwaal ly, word beskryf. 

’n Poging is aangewend om aan te toon dat die 
ondersoek veilig is en dat dit meer dikwels uit- 
gevoer behoort te word. 


I should like to thank my colleagues in the Paediatric 
and Radiology Departments of Baragwanath Hospi- 
tal and the Radiology Department at the Johannes- 
burg Hospital for their kind co-operation and assist- 
ance at all times. 

I should also like to thank Messrs. Shewitz and 
Smith and Wilkinson, of the Medical School, Johan- 
nesburg, and Miss Tompkins, of the radiographic 
staff of the Johannesburg Hospital, for their assist- 
ance with the photographs. 
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AN EVALUATION OF THE CARDIAC PATIENT 
AS A SURGICAL RISK 


H. D. Jacoss, M.D. (Rand), M.R.C.P. (Ed.)* 
Johannesburg 


A careful assessment of the cardiovascular 
status is an essential prerequisite to any major 
surgical procedure. In the presence of heart 
disease the evaluation of the surgical indication, 
as against the cardiac risk, often presents a 


difficult problem. 
MATERIAL 


The material for this study was obtained from the 
records of 140 cardiac patients subjected to major 
surgical procedures in the Johannesburg General 
Hospital during 1954 and 1955. The operations 
were performed under general anaesthesia and in- 
cluded thoracic, gynaecological, abdominal and 
orthopaedic surgery. 

The rdle of the anaesthetic, and technical diff- 
culties during surgery in causing deleterious haemo- 


graphic or post-mortem evidence. For myocardial 
infarction, one or other of the latter two criteria 
was insisted upon. A diagnosis of hypertension 
was entailed only when the diastolic blood pressure 
was persistently over 90 mm. Hg. 

As one would expect, most of the patients belong 
to the older age groups. The predominance of 
female patients was due to the inclusion of a rela- 
tively large number of gynaecological procedures. 
One hundred patients had hypertension. The age 
and sex incidence relative to the incidence of hyper- 
tension is shown in Table 1. 


RESULTS 


Uncomplicated Hypertension. There were 7! 
patients in this group. The results are sum- 
marized in Table 2. 


TABLE 1: THE AGE AND SEX AND INCIDENCE OF HYPERTENSION IN 140 PATIENTS 





Age Range Mean Age Number of Cases 














Years 
Hypertensive 17—82 54-10 28 
Males — = 
Normotensive 17—77 55<72 22 
Hypertensive 24—78 58-44 We 
Females a 
Normotensive 20—76 54-22 18 





TABLE 2: THe Cause OF DEATH AND INCIDENCE OF NON-FATAL CARDIOVASCULAR COMPLICATIONS IN 71 CAsEs 
OF UNCOMPLICATED HYPERTENSION 











Non- Fatal 
Total No. Cardiac Deaths Non-Cardiac Deaths Cardiovascular 
of Cases Complications 
No. % No. Ie No. of 
71 4 5-63 4 5-63 9 12-68 























dynamic changes, could not be assessed as the neces- 
sary detail was not always available. It is likely 
that these factors may have been contributory to 
the outcome in some cases. 

The criteria for ischaemic heart disease (angina 
pectoris) were unequivocal historical, electrocardio- 





* Work done while in the Department of Medi- 
cine, University of the Witwatersrand, and the 
Cardiac Clinic, Johannesburg General Hospital. 


Complicated Hypertension. The presence or 
absence of left ventricular hypertrophy or the 
development of malignant hypertension, was 
not considered when determining into which 
group the hypertensive patient should be 
placed. In 29 patients the hypertension was 
complicated by one or more abnormal cardiac 
states -(Table 3). 
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TaBLE 3: AssOCIATED CARDIOVASCULAR FINDINGS 
IN 29 HYPERTENSIVE PATIENTS 
Incidence ce 
Angina pectoris 12 42-50 
Left ventricular failure 5 17-86 
Congestive cardiac failure 17-86 
Ventricular extrasystoles 14-29 


5 
rt 
Auricular fibrillation z 
Mitral stenosis Z 
Recent cardiac infarction 2 
1 
1 
1 
1 
1 
1 


% 


x 


Old cardiac infarction 
Paroxysmal tachycardia 
Ventricular aneurysm 
Pulsus alternans 

Cardiac syphilis 

Right bundle branch block 


WWW Ww Ww Ww~I~ 
wn 
~I 





* Three months was regarded as an arbitrary period 
in grouping patients. 

In this group the cardiac deaths and cardiovascular- 
respiratory complications were higher than in the cases 
of uncomplicated hypertension. (Table 4) 
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Myocardial Ischaemia without Infarction. 
Twenty-two patients suffered from myocardial 
ischaemia, as evidenced by clinical and electro- 
cardiographic findings. In 10 patients with 
normal blood pressures there were no deaths 
or complications. In 12 who were hyperten- 
sive, 4 died (33%) and one developed pulmo- 
nary oedema and acute coronary insufficiency 
after surgery (Fig. 1). 

Cardiac Infarction. Four patients were 
operated upon less than one month after 
having suffered from cardiac infarction. One 
died on the seventh post-operative day from a 
fresh myocardial infarction. This patient was 
normotensive. Another normotensive subject 
suffered a major pulmonary infarction. Two of 
the 4 were hypertensive and one of these deve- 
loped severe post-operative collapse necessitat- 
ing pressor therapy. 

In 12 patients surgery was performed 3 


TABLE 4: THE Mortality AND INCIDENCE OF NON-FATAL CARDIOVASCULAR COMPLICATIONS IN 29 PATIENTS 
WHERE HyperTENSION Was ASSOCIATED WITH OTHER CARDIAC LESIONS 











Total Cardiac Non-Cardiac Non- Fatal 
Number Deaths Deaths Cardiovascular 
Complications 
No. No. C No. fs 
29 5 17-24 1 3-45 5 17-24 
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: | TOTAL NO. OF CASES 


MMB CARDIOVASCULAR DEATHS 
12 NON-FATAL CARDIO-VASCULAR 
COMPLICATIONS 
10F 
8 
6 5 
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LESS THAN ONE MONTH OVER THREE MONTHS 


Fig. 1. The influence of hypertension on mortality and non-fatal cardio-vascular complications in 22 cases of 


myocardial ischaemia without cardiac infarction. 


Fig. 2, The influence of the time interval between myocardial infarction and surgery on mortality and non-fatal 


cardio-vascular complications. 
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months or longer after infarction. Four were 
hypertensive and one of this group had an 
associated ventricular aneurysm; but recovery 
was uneventful in all. Of the 8 with normal 
blood pressures, one died of a fresh coronary 
occlusion 3 weeks after operation. Another 
developed cardiac arrest during surgery, from 
which he eventually recovered completely. 
These results are summarized in Fig. 2. 

Bundle Branch Block. In 2 cases of left 
bundle branch block no complications ensued. 
Three patients had complete right bundle 
branch block. One collapsed post-operatively 
and required pressor therapy. This patient was 
the only hypertensive member of the group. 
No other complications or deaths occurred. 

Frequent Ventricular Extrasystoles. Six 
patients presented with frequent unifocal or 
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tion and died. Another patient with under- 
lying hypertension and congestive failure sur- 
vived a major pulmonary infarction on the 
ninth post-operative day. 

Established Auricular Fibrillation. There 
were 3 cases, all associated with mitral stenosis 
and other rheumatic valvular lesions. Two had 
concomitant systemic hypertension. One patient 
with mitral stenosis and systemic hypertension 
died of cerebral embolism 3 days post-opera- 
tively. This case had experienced repeated 
systemic embolism pre-operatively. Recovery 
was uneventful in the other patients. 

Paroxysmal Tachycardia. Four patients gave 
a classic history of paroxysmal tachycardia. In 
2, myocardial infarction had occurred more 
than 3 months before, and a cardiogram, taken 
during an attack, revealed paroxysmal ventri- 


TABLE 5: THE Morraliry AND INCIDENCE OF NON-FATAL CARDIOVASCULAR-RESPIRATORY COMPLICATIONS IN 
28 PATIENTS AGED 70 or MoRE 








Number of Cardiac Cardiovascular-Respiratory 
Patients Deaths Complications 
: 28 1 (3-57%) 6 (21-43%) 
Emergency or urgent surgery 6 1 (16-67%) 2 (33-33%) 
Elective or non-urgent surgery 22 0 4 (18-18%) 





multifocal ventricular ectopic beats. Two had 
associated coronary disease and 3 others were 
hypertensive. In the remaining patient no 
other evidence of heart disease could be 
detected. 

One patient died. This was a male aged 81 and 
the only case where no other evidence of heart 
disease was found. A few hours after surgery 
he suddenly developed Cheyne-Stokes respira- 


cular tachycardia. In the other 2 patients, the 
evidence strongly suggested coronary disease as 
the etiological basis for the attacks. Cardio- 
grams revealed the focus to be ventricular in 
one case and supraventricular in the other. 
Recovery was uneventful in all four patients. 

Other Arrhythmias. There was one case 
each of prolonged PR interval with left bundle 
branch block; pulsus alternans; frequent auricu- 


TABLE 6 








Operation Age Sex Cardiac Condition Time of Fatal 
Infarct Infarction 
(In Days) 

Gastrectomy 43 Male Hypertension 6 — 
Gastrectomy 70 Male Acute cardiac infarction 11 _ 
Gastrectomy 77 Male Myocardial ischaemia 21 —_ 
Gastrectomy 58 Female Hypertension 4 _— 
Appendicectomy 61 Female Hypertension 2 — 
Appendicectomy and 64 Male Hypertension 3 _ 
Herniorrhaphy 

Abdomino-Perineal Resection 68 Female Hypertension 15 ss 
Cholecystectomy 46 Female Myocardial ischaemia + 7 + 

Hypertension : 

Cholecystectomy 63 Male Hypertension 8 — 
Cholecystectomy 71 Male 


Myocardial ischaemia 3—5 — 
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lar ectopic beats and Wolff-Parkinson-White 
syndrome. No complications occurred in any 
of these 4 patients. 

Inactive Rheumatic Valvular Disease. There 
were 10 patients in this group. The dominant 
lesion was mitral stenosis in 7 and aortic 
regurgitation in 3 cases. One patient with 
mitral stenosis, essential hypertension, auricular 
fibrillation and congestive failure died from a 
post-operative cerebral embolism. Mild post- 
operative congestive failure developed in an- 
other patient, whilst a third contracted pneu- 
monia. Both these patients recovered. 

Aortic Valvular Stenosis. In 4 patients 
moderately severe aortic stenosis was present. 
Mild post-operative congestive failure deve- 
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patients were analysed in relation to the post- 
Operative pulmonary infarction incidence 
(Table 7). 

Many of the infarcts were surprisingly early. 
In 2 instances (20%) the condition proved 
fatal. All the surgical procedures involved the 
abdomen. The condition appeared to be more 
frequent in males and in patients over the age 
of 55 years. No correlation could be found 
with the type of anaesthetic or the presence 
of hypertension. 

Congestive Cardiac Failure and Left Ventri- 
cular Failure. Of 18 cases in this group, one 
patient died of cerebral embolism. This was 
probably not associated with surgery, for this 
patient had previously suffered several major 


TABLE 7: THE INCIDENCE OF Post-OPERATIVE PULMONARY INFARCTION IN 140 CAsEs IN RELATION TO AGE AND 
BLoop PREssURE 














Total Number Hypertensive — Normotensive Under Over Male Female 
of Cases 55 Years 55 Years 
Entire Series 140 100 40 56 84 50 90 
Number with pul- 
monary infarction 10 7 3 2 8 6 + 
°4 with pulmonary 
infarction 7:14 7 7:5 3°57 9-52 12 4-44 





loped in one. Recovery was uneventful in the 
remainder. 

Cardiac Disease in the Aged. Twenty-eight 
patients were 70 years old or more. In the 
majority the cardiac diseases were hypertension 
and/or coronary disease. The results are as 
shown in Table 5. 

Post-operative Pulmonary Infarction. Ten of 
the 140 patients appeared to have suffered post- 
operative pulmonary infarction. Several cases 
were excluded because the evidence was 
equivocal. The results are summarized in 
Table 6. 

The blood pressures and the ages of the 


systemic emboli. Three patients developed non- 
fatal cardiovascular-respiratory complications. 
Details of the group are summarized in Tables 
8 and 9. 

The patient who collapsed post-operatively 
was operated upon as an emergency whilst he 
was in congestive failure. The others had all 
received an average of 2 weeks of medical 
therapy before operation. 


DISCUSSION 


The cardiac mortality of 5.63% in the 72 cases 
of uncomplicated hypertension was not con- 
sidered to be excessive, as 2 of the 4 deaths 


TaBLe 8: THE EFFECTS OF Major SuRGERY ON 8 PATIENTS WITH LEFT VENTRICULAR FAILURE 








Age Sex Underlying Cardiac 
Condition 

62 Female Hypertension + ischaemia 
7 Female Hypertension 

63 Female Old cardiac infarction 

56 Male Hypertension 

69 Female Hypertension 

82 Male Hypertension + ischaemia 
94 Male Rheumatic valvular disease 
67 Female Hypertension 


Non-Fatal Cardio- Cardiac 
vascular- Respiratory Deaths 
Complications 





Aggravation of failure 


Pulmonary infarction = 
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TABLE 9: THE ErFects OF Major SURGERY ON PATIENTS WITH CONGESTIVE CARDIAC FAILURE 








Age Sex Underlying Cardiac 

Condition 

67 Female Hypertension 

57 Female Hypertension 

58 Female Hypertension + mitral stenosis 

74 Male Mitral regurgitation 

68 Female Hypertension 

49 Male Acute cardiac infarction. 

75 Male Old cardiac infarction 

76 Female Hypertension + ischaemia 

54 Male Hypertension + mitral stenosis 

50 Male Cor pulmonale 





Non-Fatal Cardiovascular- Cardiac 
Respiratory Complications Deaths 
Post-operative collapse =. 
— Cerebral 
embolism 





occurred in patients with malignant hyperten- 
sion. In both instances death was due to a 
combination of acute pulmonary oedema and 
uraemia. Of the other 2, one died of pulmo- 
nary infarction (11th day), and the other of 
a cerebro-vascular catastrophe (14th day). 

When hypertension is complicated by other 
cardiac lesions, the operative risk is much 
greater (Table 4). This is shown by the cardiac 
mortality and incidence of cardiovascular- 
respiratory complications of 17.24% each. 
Elective surgery would be contra-indicated for 
these patients as a group. 

It should be possible to make surgery safer 
for both groups by routine pre- and _post- 
operative medical care, and by avoiding 
hypoxia and acute hypotension. 

Myocardial ischaemia (angina pectoris) in 
normotensive patients does not appear to be 
an important risk, and of the 10 cases in this 
group none developed any complications. If, 
however, the ischaemia were sufficiently severe 
to warrant a Clinical diagnosis of acute coronary 
insufficiency, the risk would probably be con- 
siderable, and this group should be evaluated 
as if they had suffered from acute myocardial 
infarction. When myocardial ischaemia is 
associated with systemic hypertension, the risk 
is considerable (Fig. 1) and the operative 
mortality rises steeply to 1 : 3. As in other 
complicated hypertensives, the avoidance of 
hypoxia and acute hypotension, coupled with 
adequate pre- and post-operative medical care, 
should decrease the risk. 

Mallory e¢ al.' studied the speed of healing 
of acute myocardial infarction in 72 cases, and 
found that small infarcts are almost completely 
healed after 5 weeks; larger infarcts are com- 
pletely healed or undergo no further change 
after 8 weeks. Removal of necrotic muscle 


and subsequent replacement by connective 
tissue, which lays down increasing amounts of 
collagen, may reach a maximum at only about 


the third month. The increase in collagen 
gradually transforms the granulation tissue into 
a pale, firm, fibrous scar. 

Any undue strain before healing is com- 
pleted may cause cardiac rupture or failure, or 
lead to the formation of a ventricular aneurysm. 
A recent survey by Jacobs and Elliott has 
shown that the incidence of sudden death is 
high in cases with aneurysm of the left 
ventricle? This all emphasizes the need for 
careful pre-operative screening of patients and 
the avoidance of major surgery until at least 
3 months have elapsed following acute myo- 
cardial infarction (Fig. 2). 

The findings summarized in Fig. 2 confirm 
this point of view and agree with results pub- 
lished by other authors. Morrison? found a 
mortality rate of 8.1% in 37 operations on 25 
patients with previous myocardial infarction. 
Brumm and Willius* reported 4.3% cardiac 
deaths among a group of 257 coronary patients 
undergoing major surgery. In 1951, Hannigan 
et al.) found a mortality rate of 5.2% in 58 
subjects undergoing major surgery with healed 
myocardial infarction. Lochhead e¢ al. report- 
ing on 30 operations performed on 17 patients 
with myocardial infarction, record 3 deaths. 
In 2 of these deaths autopsy evidence was 
consistent with a recent infarction. 

Certain cardiac arrhythmias occur predomi- 
nantly in healthy hearts and do not normally 
cause difficulty. These include sinus tachy- 
cardia, paroxysmal supraventricular tachy- 
cardia and flutter, most extrasystoles, sinus 
bradycardia and the Wolff-Parkinson-White 
syndrome. Orher arrhythmias more often occur 
in association with organic heart disease and 
may cloud the prognosis to a greater extent. 
In the pre-operative assessment of a patient, 
sinus tachycardia is common, and usually im- 
plies anxiety or represents a result of the under- 
lying surgical lesion. In cardiac patients, how- 
ever, the tachycardia may be compensating for 
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a falling stroke volume and therefore be a sign 
of heart failure. Furthermore, persistent rapid 
sinus tachycardia increases heart work and may 
cause a steep rise in myocardial oxygen con- 
sumption. Acute myocardial ischaemia may 
result. In a previous study’ the author has 
shown acute depression of the ST-T wave in 
the electrocardiogram of normal young subjects 
during sinus tachycardia. In the presence of 
coronary disease such a tachycardia may be 
harmful and should be avoided. There were 2 
deaths among the 22 patients with cardiac 
arrhythmia, and in one of these it is most 
unlikely that surgery influenced the outcome. 

Five patients had complete bundle branch 
block. Recovery was uninterrupted except for 
one patient who collapsed post-operatively and 
required pressor therapy, before making a com- 
plete recovery. This patient was also hyper- 
tensive and had severe generalized athero- 
sclerosis. The operative risk due to bundle 
branch block per se is negligible and assess- 
ment should be made on the underlying cause 
of the block which, in this type of patient, is 
usually coronary artery disease. Besides con- 
firming the negligible risk of bundle branch 
block, Gertler e¢ a/.8 have shown that there is 
no connexion between the type of bundle 
branch block and the outcome of surgery. 

Ventricular extrasystoles occur in many 
apparently normal persons. They may, how- 
ever, be the precursor of ventricular tachy- 
cardia or even fibrillation. If ectopic beats are 
frequent, multifocal or associated with an 
abnormal heart, particularly coronary disease, 
it would seem wiser to use an anti-arrhythmic 
drug pre- and post-operatively and, if neces- 
sary, during surgery. .It may also be safer to 
avoid cyclopropane anaesthesia, which tends 
to favour the development of ventricular 
arrhythmias. 

The patient who died after surgery was a 
male aged 81 years, in whom there was no 
evidence of heart disease apart from frequent 
unifocal ventricular ectopic beats. He had 
received neither an anti-arrhythmic drug nor 
cycloproprane. 

Established auricular fibrillation should cause 
little difficulty, provided ventricular rate is con- 
trolled by pre-operative digitalization. Paroxys- 
mal auricular fibrillation, like the paroxysmal 
tachycardias, can usually be ignored unless the 
attacks are frequent, in which event treatment 
with digitalis or quinidine (or both) should be 
commenced before surgery. 

Apart from conventional methods of diagnos- 
ing the arrhythmias, an examination of the 
jugular venous pulse may afford considerable 
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assistance to the anaesthetist. Of the 3 positive 
waves it is the ‘a’ wave that needs to be 
observed. This wave is generated by auricular 
systole and is therefore pre-systolic in timing. 
With a finger on the opposite carotid artery, it 
can be recognized by the fact that the ‘a’ 
wave can be seen immediately before the 
carotid pulse is felt. 

Should the pulse become grossly irregular 
during surgery, it may be impossible to 
distinguish auricular fibrillation from multiple 
extrasystoles by feeling the arterial pulse. In 
auricular fibrillation the right auricle is no 
longer contracting and the ‘a’ wave will dis- 
appear from the jugular venous pulse. With 
extrasystoles these waves will still be present. 

With the development of an arrhythmia the 
‘a’ wave may become much larger in volume 
and there may be apparent accentuation of its 
abruptness. These so-called ‘cannon waves’ 
mean that the atrium is contracting against a 
closed tricuspid valve and suggest a focus 
arising in the atrio-ventricular node. This sign 
occurs with extrasystoles or tachycardia. 

The development of a rapid, regular heart 
rate may be due to a 2: 1 auricular flutter. 
Here two ‘a’ waves are seen in relation to a 
single carotid pulsation. 

Failure to recognize the origin of the ectopic 
rhythm may lead to erroneous therapy, with 
possibly disastrous effects. 

Four patients in this series were suffering 
from moderately severe aortic stenosis, but all 
recovered uneventfully. Mild cases do not run 
any increased risk. Tight stenosis, as mani- 
fested by a narrow pulse pressure and the 
presence of effort syncope or angina, often 
results in sudden death and constitutes a serious 
operative hazard. Should surgery be essential in 
such patients, great care should be taken to 
prevent hypotension or hypoxia, either of 
which would seriously embarrass the already 
depleted coronary and cerebral blood flow. 

Although there were only 28 patients aged 
70 years or more, the results emphasize the 
need for adequate pre- and post-operative care, 
for the incidence of cardiovascular-respiratory 
complications is high. In the entire group 
21.43% developed such complications. Corre- 
sponding figures for cases subjected to emer- 
gency surgery and elective surgery were 33.33% 
and 18.18% respectively. Cardiac deaths in 
these 2 groups were 16.67% and 0, respec- 
tively. The total number of deaths (3.57%) 
in the entire group of 28 patients was actually 
surprisingly low. The increased risk associated 
with emergency surgery in old people is em- 
phasized by other writers.®: '° 
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As one would expect, post-operative pulmo- 
nary infarction was more common in patients 
over 55 years of age. It appeared to be more 
common in males and not entirely unexpected 
was the fact that all cases followed intra- 
abdominal surgery. No correlation could be 
found between the type of anaesthetic or the 
patient’s blood pressure. 

Eighteen patients with congestive cardiac 
failure or left ventricular failure were operated 
upon, with one death, representing a cardiac 
mortality of 5.56%. Non-fatal cardiovascular- 
respiratory complications occurred in a further 
3 cases (16.67%). As a general rule it is safer 
to control the heart failure at least 2 weeks 
before contemplating surgery. 

Apart from the pulmonary infarct group, 3 
patients (in the entire series of 140) developed 
cardiogenic shock within a few hours of 
surgery. Two were hypertensive and the other 
was suffering from acute cardiac infarction. 
Their ages were 74, 66 and 49 years 
respectively. 

Cardiogenic shock demands urgent therapy 
in order to restore an adequate coronary and 
cerebral blood supply as soon as_ possible. 
Adoption of an extreme Trendelenberg posi- 
tion ensures maximum venous return and in- 
creases cardiac output. Pressor agents such as 
methidrine, neosynephrine, hydrocortisone or 
noradrenaline should not be withheld. Parti- 
cularly with noradrenaline, the only satisfactory 
guide to dosage is the effect produced. This 
drug should be used cautiously and only when 
absolutely necessary, especially during cyclo- 
propane anaesthesia or when, for any reason, 
ventricular fibrillation is considered likely. 

One patient, a male aged 65 years, suffering 
from an old cardiac infarction and angina, 
developed cardiac stand-still during surgery. 
This occurred early in the operation and the 
anaesthetic was pentothal, gas, oxygen, ether 
and a relaxant. Cardiac massage proved success- 
ful and the patient eventually left hospital 12 
days later none the worse for his experience. 

The causes of sudden cardiac arrest include 
idiosyncrasy to the anaesthetic agent, onset of 
ventricular fibrillation and the occurrence of a 
vaso-vagal reflex. Carotid sinus stimulation 
may be caused. 

The best management is preventive. This 
necessitates an attempt to avoid vagal stimula- 
tion by preventing hypoxia or directly stimu- 
lating the vagus. Atropine sulphate in adequate 
dosage (e.g. 1/75 gr.) will paralyse the vagus. 
It should be given with the pre-operative medi- 
cation and repeated during the operation, if 
necessary. When cardiac arrest occurs, cardiac 
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massage is probably the most efficacious treat- 
ment. Complete recovery has been reported 
after up to 20 minutes of cardiac arrest."! 

Three patients developed frank pulmonary 
oedema after operation. In the patient who 
survived, this occurred within a few hours. In 
the 2 fatal cases it occurred on the seventh 
post-operative day, and was associated, in both 
instances, with uraemia and malignant hyper- 
tension. These patients probably died from 
renal rather than cardio-pulmonary causes. 

Therapy of acute pulmonary oedema includes 
the adoption of a reversed Trendelenberg posi- 
tion, in order to diminish venous return and 
subsequent right ventricular output. Intrave- 
nous morphine sulphate is excellent treatment 
provided that the patient is unanaesthetized. 
If necessary, venous pressure lowering agents 
(e.g. aminophylline intravenously), bloodless or 
ordinary venesection, and anti-foaming agents 
may be used. Should the cause of the pulmo- 
nary oedema be acute left ventricular failure, 
intravenous digoxin may prove beneficial, while 
a mercurial diuretic will tend to prevent re- 
currences after the attack has ended. 

With regard to the anaesthetic, it has often 
been asserted that cyclopropane should not be 
administered to patients with coronary disease, 
because it favours a high incidence of arrhythm- 
ias. A recent investigation'? has shown, how- 
ever, that an elevated arterial carbon dioxide 
tension is the causative factor in producing 
ventricular arrhythmias, and that these are not 
due to the toxic effect of cyclopropane on the 
myocardium. 

The risk in patients with chronic coronary 
disease is only slightly greater than in normal 
controls, when further myocardial ischaemia is 
avoided. An important factor that may precipi- 
tate a coronary episode during or following 
surgery is circulatory depression. This is a 
major complication of deep levels of anaes- 
thesia. Systemic arterial hypotension during 
ether anaesthesia is mainly due to a direct 
myocardial depression.'3 During high spinal 
anaesthesia it is due to a decrease in right 
atrial pressure, cardiac output and total peri- 
pheral resistance.'* During deep thiopental 
anaesthesia the chief circulatory disturbance is 
a decrease in venous return causing a reduction 
in cardiac output.'> During light surgical 
anaesthesia with cyclopropane, cardiac output 
falls due to changes in the total peripheral 
resistance.!® 

Respiratory depression, hypoxia, straining or 
coughing may also cause acute hypotension, 
but can usually be prevented by rapid smooth 
induction of the anaesthetic and the use of 
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relaxants. The crucial safety factors have been 
assessed by Etsten et. al.,!7 and include control 
of the total amount of the anaesthetic agents, 
high oxygen concentrations, the prevention of 
respiratory acidosis and adequate blood replace- 
ment. 

Pressure breathing is now recognized as an 
important adjuvant to present-day anaesthesia, 
provided the possible untoward side effects are 
appreciated. Pressure breathing is the control 
of respiratory haemodynamics by the deliberate 
alteration of intrapulmonary pressure. This 
technique causes a drop in cardiac output. 

Saklad!* has stressed the importance of main- 
taining an elevated venous pressure in sustain- 
ing cardiac output during pressure breathing. 

In recent years, induced hypotension and 
hypothermia have been used extensively in 
surgery. The advantages and disadvantages of 
these techniques have recently been well stated 
by Gray.!'? 

Cardiac patients, particularly those with 
coronary disease, should be relatively minor 
operative risks, provided that there is close co- 
operation among physician, surgeon and 
anaesthetist. 


SUMMARY AND CONCLUSIONS 


1. Uncomplicated hypertension does not con- 
stitute a serious hazard in patients considered 
for major surgery, except for those in the 
malignant phase of the disease. When hyper- 
tension is complicated by cardiac diseases, the 
risk is considerable and elective surgery should 
be avoided in this group. 

2. Myocardial ischaemia is a serious condi- 
tion only when associated with hypertension 
and is a decided contra-indication to elective 
surgery. 

3. Major surgery should, if possible, be 
avoided until 3 months have elapsed after acute 
myocardial infarction. After this period the 
cardiac risk is relatively slight. 

4. Some of the problems connected with 
cardiac arrhythmias have been discussed. 

5. The results of surgery in cardiac patients 
over the age of 70 emphasize the need for 
adequate pre-operative care, and show the 
increased risk associated with urgent or 
emergency surgery. 

6. Post-operative pulmonary infarction 
occurred more frequently in males and in 
patients over the age of 55 years. In all 
instances the surgical procedures involved the 
abdomen. 

7. Congestive cardiac failure, cardiogenic 
shock, cardiac arrest, acute pulmonary oedema 
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and the preferred type of anaesthetic are 
briefly discussed. 


OPSOMMING 


1. Ongekompliseerde hipertensie hou geen ernstige 
gevaar in vir ’n pasiént wat ’n groot operasie moet 
ondergaan nie, behalwe as so ’n pasiént aan ’n 
kwaadaardige fase van die siekte ly. Waar hiper- 
tensie gekompliseer word deur hartkwaal is die 
gevaar groot, en in hierdie groep moet elektiewe 
chirurgie vermy word. 

2. Hartspier-ischemie is ’n ernstige toestand slegs 
wanneer dit geassosieer is met hipertensie. Dit is 
’n besliste kontra-indikasie vir chirurgie. 

3. ’n Groot operasie moet, indien moontlik, 
vermy word tot na verstryking van drie maande na 
akute hartspierinfarkt. Na die genoemde tydperk 
is die hartgevaar betreklik gering. 

4. ’n Paar van die probleme voortspruitende uit 
hart-arritmiase word bespreek. 

5. Die resultate van die operasies wat uitgevoer 
is op pasiénte bo sewentig jaar beklemtoon die 
noodsaaklikheid van doeltreffende na-operasie-ver- 
sorging, en toon aan dat dringende of nood- 
operasies groter gevare meebring. 

6. Pulmonale infarkt na ’n operasie het meer 
dikwels by mansmense en by pasiénte bo die ouder- 
dom van 55 jaar voorgekom. In al hierdie gevalle 
was die buik by die chirurgiese prosedures betrokke. 

7. Kongestiewe hartverlamming, kardiogeniese 
skok, hartstilstand, akute pulmonale edeem, en die 
verkieslike soort narkose word kortliks bespreek. 


I wish to thank the physicians, surgeons and 
anaesthetists, under whose care the patients were; 
the Medical Superintendent of the Johannesburg 
General Hospital for permission to submit these 
cases for publication; the pathologists attached to 
the hospital and the Medico-Legal Laboratory; also 
Messrs. Shevitz and Wetton and the Misses J. 
Robinson and L. Markin for diagrams and photo- 
graphy; Dr. J. H. Gear and Miss A. Dick, who 
kindly reviewed and criticized the article; and The 
Registrar's Department for unfailing cooperation 
with case records. 
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CHOLECYSTODUODENAL FISTULA 


A REPORT ON TWO CASES 


J. C. ALLAN, M.CH., F.R.CS., Eb. 


Department of Surgery, University of the Witwatersrand, and the Johannesburg Hospital, 
Johannesburg 


Fistula between the gastro-intestinal tract and 
the biliary apparatus is not uncommon. Hicken 
and Coray! found spontaneous gastro-intestinal 
biliary fistula in 4% of all cases requiring 
biliary surgery and Puestow? found a 3.5% 
incidence of fistula. 

The fistula may occur between the biliary 
tract and the duodenum, the colon or the 
stomach. Judd and Burden? found that 76% 
were cholecystoduodenal fistulae; 17% were 
cholecystocolic fistulae and 4% were chole- 
cystogastric fistulae. 

The condition occurs more commonly in 
women over the age of 60 years. The cause 
of the fistula may be due to ulceration of a 
gall stone into the duodenum; penetration 
of a duodenal ulcer into the biliary system; 
or ulceration of a carcinoma of the gall bladder 
into the duodenum. Occasionally, the fistula 
is a result of surgery on either the biliary 
tract or the duodenum. 

The onset of a fistula usually aggravates 
existing symptoms. Colic, vomiting, rigors 
and jaundice compel the patient to seek medi- 
cal advice. The aggravation is due to a chol- 
angitis caused by the influx of gastro-intestinal 
contents into the biliary system. Loss of 
weight is usual in patients with these fistulae. 

Accurate diagnosis is usually not possible 
from the clinical features alone and radiology 
offers the only method by which a reasonable 
degree of success may be achieved. Gas in 
the gall bladder or the biliary tree is fairly 
certain evidence of fistula, while barium pass- 
ing from the stomach into the biliary appa- 
ratus is clear evidence of the existence of the 
fistula, provided that the sphincter of Oddi is 
not incompetent and no surgical fistula has 
been established. 

The differential diagnosis between fistula 
due to stone and that due to carcinoma is 


difficult and is usually only made at operation. 
The establishment of the fistula may be 
complicated by intestinal obstruction due to 
impaction of the stone in the bowel or 
haemorrhage from erosion of an artery. 


CASE REPORTS 


Case 1. A European female diabetic patient 
aged 65 was admitted with severe epigastric 
pain and vomiting. During the previous two 
months she had had 5 similar attacks, and 
with the last attack she vomited some clots 
of blood. Although there was an aversion 
to fat there was no clear story of biliary 
dyspepsia. The patient had lost 20 Ib. in 
weight in 3 months. The remainder of the 
systematic history was non-contributory. 

Examination. Slight anaemia; no jaundice: 
pulse, 80 per minute; temperature, 100.2° F.; 
blood pressure, 170/90 mm. Hg. A _ small 
tender mass was felt in the right hypochon- 
drium. The liver and the spleen were not 
palpable. Bowel sounds were present. The 
urine contained sugar and acetone. 

A plain X-ray of the abdomen showed a 
solitary gall stone in the right hypochondrium, 
and a barium meal showed a diverticulum- 
like structure in the immediate vicinity of the 
duodenal cap, with an ulcer crater in the cap 
itself (Fig. 1). 

A diagnosis of duodenal ulceration with 
calculous cholecystitis was made. On the sixth 
day after admission the patient had two 
haematemeses. The pulse rose to 120 per 
minute, the blood pressure was 110/70 mm. 
Hg. and the haemoglobin was 11.2 g. %. She 
received a transfusion of 500 c.c. of blood. 

On the following day the patient had two 
further haematemeses, amounting to about 700 
c.c.. The pulse rose to 130 per minute, the 
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Fig. 1: Case 1. Antero-posterior radiograph show- 
ing the gall bladder filled with barium and com- 
municating with the duodenum. 


blood pressure was 105/55 mm. Hg and the 
haemoglobin was 8 g. %. The patient received 
a transfusion of 1,000 c.c. of blood and laparo- 
tomy revealed a cholecystoduodenal fistula. No 
gall stones were found in the gall bladder, 
the stomach or the duodenum. The gall 
bladder was removed and no bleeding point 
was found. There was no ulcer which could 
have accounted for the bleeding. The liver 
was soft and yellow. The perforation in the 
duodenum was so rigid that suture was not 
attempted and a tube was inserted into it and 
brought through the abdominal wall. 

There was no further haemorrhage in the 
post-operative phase and the patient gradually 
improved. Improvement continued until the 
twelfth post-operative day, when she began 
to vomit. A plain X-ray of the abdomen 
showed fluid levels. The condition improved 
on conservative therapy. Then the patient's 
general condition deteriorated rapidly and she 
died on the 21st post-operative day. 

Autopsy showed generalized peritonitis due 
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Fig. 2: Case 2. A lateral radiograph showing 
barium passing from the duodenum into an 
irregular cavity which is a carcinoma of the gall 


bladder. 


to leakage from the duodenal perforation and 
obstruction due to a gall stone in the mid- 
jejunum. 

Case 2. A European female aged 68 was 
admitted with epigastric pain of 5 months’ 
duration. She had had flatulent dyspepsia for 
years but had not had jaundice. She had 
lost 20 Ib. in weight in 3 months and during 
the last 2 weeks she had had occasional rigors. 

Examination. No anaemia or jaundice. 
Pulse, 90 per minute; blood pressure, 170/130 
mm. Hg; temperature, 97.4° F. There was a 
large nodular mass in the upper abdomen, 
filling the right hypochondrium and extending 
across the epigastrium to the left hypochon- 
drium. 

On the second day after admission the 
patient vomited copious coffee grounds. The 
haemoglobin was found to be 11 g. %. She 
received a transfusion of 500 c.c. of blood. 

A barium meal showed that the barium 
flowed from the duodenum into an irregular 
cavity in the supraduodenal region. This 
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appeared to be a cholecystoduodenal fistula 
(Fig. 2). 

Laparotomy revealed a large carcinomatous 
mass in the region of the gall bladder, covered 
with omentum. On palpation there was a 
fistula between the gall bladder and the duo- 
denum. The gall bladder was the seat of an 
extensive carcinoma which, on biopsy, proved 
to be a squamous carcinoma. 

The patient gradually became jaundiced and 
died 45 days after admission. 


COMMENT 


Two cases of cholecystoduodenal fistula are 
presented: one due to stone, the other due 
to carcinoma. In both cases there was a con- 
siderable loss of weight. 

Both cases were complicated by massive 
haemorrhage and one, in addition, was com- 
plicated by intestinal obstruction due to a 
gall stone. In one case the haemorrhage was 
so severe that operative intervention was indi- 
cated. It is evident that in the event of 
fistula occurring from stone, the stone should 
be sought in the whole small bowel to obviate 
the risk of impaction. 
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In both cases, radiological evidence of the 
fistula was present. 


OPSOMMING 


Twee gevalle van cholecystoduodenale fistel word 
beskryf. Die een is veroorsaak deur ’n steen en 
die ander deur karsinoom. In albei gevalle was 
daar ’n aansienlike verlies van gewig. 

Albei gevalle is gekompliseer deur massiewe 
bloeding en in die een geval was daar ’n verdere 
komplikasie, nl. “n ingewandsokstruksie wat deur 
‘n galsteen veroorsaak is. In een van die gevalle 
was die bloeding so ernstig dat operatiewe inter- 
vensie aangedui is. Dit was duidelik dat as die 
fistel deur ’n steen veroorsaak is, die steen gesoek 
behoort te word in die hele dunderm om die gevaar 
van indrukking te vermy. 

In albei gevalle was daar radiologiese bewys van 
die aanwesigheid van die fistel. 


I wish to thank Dr. J. S. Enslin, Acting Superinten- 
dent of the Johannesburg Hospital, and Mr. J. A. 
Douglas, Acting Head of the Department of Surgery, 
for permission to record these cases. 
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DAPTAZOLE-PETHIDINE ANAESTHESIA 


IN THE CASE OF A DYING, AGED WOMAN 


ERIC LURIE, M.B., B.CH.* 
Johannesburg 


A nun, aged 87, was dying from a sudden 
severe gastrotaxis. She was severely shocked 
and in a semi-conscious state. The choice of 
a suitable anaesthetic for an upper abdominal 
operation presented quite a problem, as she 
was totally unfit to stand any of the well- 
known, ordinary anaesthetics. 

Pre-Operative Management. Attempts to 
give blood transfusions in the ward failed, 
because of the collapsed state of the circula- 
tion. A stomach tube was passed and about 
a pint of blood aspirated. The patient was 
given only atropine 1/100 gr. as premedica- 
tion. She was then taken to the operating 
theatre and cannulae were inserted intc each 
arm by cut-downs. Three pints of blood were 
pumped in under pressure in about 15 
minutes. The pulse was now palpable at the 
wrists. 





*Specialist anaesthetist. 


The Anaesthetic. A mixture of 450 mg. 
of Pethidine and 30 mg. of Daptazole was 
then injected intravenously, and the surgeon 
commenced the operation 10 minutes later. 
The respirations dropped to 8 per minute. An 
endotracheal tube was easily passed by direct 
laryngoscopy and connected to a pure oxygen 
supply from a Boyle’s machine. 

The anaesthesia was complete and there 
was no response to the surgical stimuli. There 
was no difficulty in opening the peritoneum 
and, while the surgeon devascularized and 
opened the stomach, the abdomen presented 
a quiet operative field. 

During the rest of the operation, which 
lasted 24 hours, she was given 3 more pints 
of blood and another 150 mg. of Pethidine 
intravenously. The colour of the patient was 
now a good pink, her pulse rate 112 per 
minute and the systolic blood pressure rose 
to 138 mm. Hg. It remained at that level, 
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while spontaneous respirations continued at 
8 per minute. 

For closure of the peritoneum, 25 mg. 
scoline were given. This resulted in adequate 
relaxation and apnoea for 3 minutes. Con- 
trolled respiration during this period was 
given, until spontaneous respiration was re- 
sumed at 8 per minute. 

The patient left the theatre in excellent 
condition, with good colour, pulse, 108 per 
minute, respiration 8 per minute, and a systolic 
blood pressure of 140 mm. Hg. 

Post-Operative Course. This was smooth 
and uneventful; no sedation was required 
until 12 hours after the operation, and at this 
time the patient was fully alert and still in 
excellent condition. 


SUMMARY 


A case has been presented of an aged, mori- 
bund patient, requiring an abdominal opera- 
tion for severe gastrostaxis. 

A rare and unusual type of anaesthetic mix- 
ture (consisting of heroic intravenous doses 
of Pethidine with Daptazole) was given with 
excellent results. 

It was considered unsafe to use the usual 
well-known anasthetics in this case. 

To be able to intubate the patient under 
the influence of Pethidine and Daptazole only, 
and the fact that a major upper abdominal 
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operation could be performed, is worthy of 
note. 

Cases of amputation of limbs under these 
two drugs have been noted, but nowhere is 
there any reference to an abdominal operation 
being performed under Pethidine and Dapta- 
zole only. 

The Daptazole counteracts the respiratory 
depressant effects of morphine and its deriva- 
tives and allows of the use of very large 
doses of these drugs. 


OPSOMMING 


‘n Geval van ’n bejaarde, sterwende pasiént op 
wie daar ’n buikoperasie vir ernstige maagtaksie 
uitgevoer moes word, word beskryf. 

’n Seldsame en buitengewone narkosemengsel 
(bestaande uit heroiese binne-aarse dosisse Pethi- 
dine met Daptazole) is met voortreflike resultate 
toegedien. 

In hierdie geval is dit onveilig geag om die 
gewone bekende narkosemiddels te gebruik. 

Van opvallende belang is die feit dat dit onder 
die invloed van Pethidine en Daptazole alleen 
moontlik was om die pasiént te intubeer en om 
*n groot operasie in die boonste buikstreek uit 
te voer. 

Gevalle waar bene of arms afgesit is met behulp 
van hierdie middels is wel gerapporteer, maar 
nérens is daar enige verwysing na ’n buikoperasie 
wat met behulp van Pethidine en Daptazole alleen 
uitgevoer is nie. 

Die terneerdrukkende effek wat morfien en sy 
derivate op die asemhalingstelsel het, word deur 
die Daptazole teégewerk, en gevolglik is dit moont- 
lik om baie groot dosisse van hierdie middels te 
gebruik. 


NOTES AND NEWS : BERIGTE 


Dr Ian Bransby Welsh, having completed 6 years 
of post-graduate work in England, has now com- 
menced practice as a Specialist Physician at 165, 
Lister Building, Jeppe Street, Johannesburg. (Tele- 
phones: —Rooms: 22-7332; Residence: 42-3138). 


* * * 


CIBA IN SOUTH AFRICA 


Ciba Ltd, Basle (Switzerland), announces the forma- 
tion of a South African subsidiary company, Ciba 
(Proprietary) Limited, Johannesburg. 

The new company, the youngest of the many 
members of the Ciba world organization, will at first 
be principally concerned with the development of 
sales and the production of Ciba pharmaceutical 
specialities in South Africa. This step, a logical 
outcome of expanding sales over the past years, is 
in accordance with the policy Ciba has followed in 
all major markets. 

Ciba (Proprietary) Limited will occupy premises 
at City Centre, corner of Kerk and Sauer Streets, 
Johannesburg. 


MEDICAL STATISTICS 


Under the auspices of the South African Society of 
Occupational Health, Dr. A. M. Adelstein is deliver- 
ing a short course of lectures on the Elementary 
Principles of Statistics as Applied to Medicine. 

All the lectures will be held at 5.15 p.m. in the 
Council Chamber, Medical House, 5 Esselen Street, 
Johannesburg, on the following dates: 28 January, 
4, 11 and 18 February 1958. 


* * * 


REPORT ON POLIOMYELITIS VACCINATION 


The report of a WHO-convened group of inter- 
nationally known scientists who met, in November 
1955, to consider the state of poliomyelitis vaccina- 
tion (see Chronicle of the World Health Organiza- 
tion, 1956, 10, 3) has been published as No. 101 
of the Technical Report Series. This report, 
although it is termed a ‘preliminary review’ of 
its subject, provides an authoritative opinion on 
one of the most promising of recent developments 
in disease prevention. 
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INTERNATIONAL FEDERATION OF GYNAECOLOGY AND 
OBSTETRICS 


SECOND WORLD CONGRESS 


The Second World Congress of the International 
Federation of Gynaecology and Obstetrics will take 
place in the newly-built Queen Elizabeth Hotel in 
Montreal, Canada, 22 to 28 June 1958. Round 
Table Conferences will be held separately in gynae- 
cology and obstetrics. The subjects are as follows: 

Gynaecology : 

1. The Limits of Pelvic Surgery in the Treatment 
of Carcinoma of the Cervix. 

2. The Correlation of Psycho-somatic Medicine in 
the Ovarian Function. 

3. The Diagnosis of Carcinoma of the Cervix. 

4. Genital Tuberculosis. 

Obstetrics : 

1. Psycho-Prophylactic Preparation to Labour. 

2. Physiology and Pathology of the Contraction 
of the Human Gravid Uterus. 

3. Anaemia of Pregnancy. 

4. Toxaemias of Pregnancy. 

All correspondence should be addressed to the 
Montreal Committee, Second World Congress, Inter- 
national Federation of Gynaecology and Obstetrics, 
1414, Drummond Street, Suite 220, Montreal 25, 
Quebec, Canada. 


7 * - 


A MEDICAL TOUR OF EUROPE 


A medical tour of Europe for a group of South 
African doctors and their wives wili take place from 
30 April to 2 June 1958. The medical programme, 
arranged by Mr. P. B. Mayer, Medical Bookseller, 
of P.O. Box 713, Cape Town, will include visits to 
Clinics, Universities, Hospitals and various special- 
ized medical centres in Switzerland and England, to 
suit the special interests of the individual members. 

There will also be a general programme of sight- 
seeing, which will include a 5-day visit to the Inter- 
national Exhibition at Brussels where 52 nations 
will be showing their contributions to Science in this 
Modern World. 
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MULTIPLE SCLEROSIS ABSTRACTS 


Since 1956 the Excerpta Medica Foundation has 
published a regular service of abstracts of the world’s 
literature in the field of Multiple Sclerosis exclu- 
sively for the National Multiple Sclerosis Society, 
New York. 

In this service the subject of multiple sclerosis is 
considered in its broadest aspects and also research 
in the related basic services is comprehensively re- 
viewed. 

To ensure that every reader derives the greatest 
benefit from the literature available, in whatever 
aspect of research in multiple sclerosis he may be 
engaged, the abstracts are classified into two groups: 

Group A: Abstracts for the clinical neurologist, 
designed for rapid, general information. 

These abstracts are mainly concerned with general 
anatomo-clinical publications. They also include 
“review papers’ dealing with various aspects of the 
basic sciences. 

Group B: Abstracts of papers concerning the 
basic sciences which may have a bearing on the 
problem of multiple sclerosis. 

These abstracts are prepared bearing in mind the 
needs of specialist groups engaged in the study of 
particular detailed problems. 

The abstracts are printed on one side of the paper 
only, so that readers who wish to file them in their 
own card-index system can do so by clipping them 
out. To facilitate the filing, each abstract is headed 
by its index words. A yearly volume comprises 
about 1,500 abstracts, printed on about 350 pages, 
including the yearly index. 

A limited number of regular, paid subscriptions 
to Multiple Sclerosis Abstracts can be accepted by us 
in agreement with the National Multiple Sclerosis 
Society. 

The annual subscription price amounts to £5 
13s. Od. per volume, starting with the 1957 volume. 

A small stock of the 1956 volume is still avail- 
able and subscriptions can be accepted at the same 
price. The 1956 volume was printed on loose pages 
with index references given at the head of each 
abstract. No separate index is provided. 

Those interested should write to the Excerpta 
Medica Foundation, 111, Kalverstraat, Amsterdam, 
C., Holland. 


PREPARATIONS AND APPLIANCES 


“ELLAB’ ELECTRIC THERMOMETER 


ELECTRIC TEMPERATURE CONTROL IN MAN AND 
ANIMALS 


Recent developments in anaesthesiology and surgery, 
particularly brain, breast and heart surgery, have 
created a need for reliable, precise and comprehen- 
sive temperature recording. 

The demand has also come for various diagnostic 
purposes, e.g. the investigation of vascular disease. 
The pyrogen test in animals for the presence of 
pyrogens also needs a delicate temperature measur- 
ing technique not provided by the usual mercury 
thermometer. 

This demand for precise measurement of tempera- 
ture can be met only by electrical methods based on 
thermo-couples (when very small electrodes can be 
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used) or the measurement of the electrical resistance 
when larger electrodes must be employed). 

The most important requirement, however, is that 
the electrodes should be used in connexion with a 
reliable and accurate instrument which can indicate 
distinctly the very weak thermo-electric currents 
which must be measured. 

Elektrolaboratoriet of Copenhagen, which special- 
izes in manufacturing a large range of electric ther- 
mometers, has developed an instrument which, be- 
cause of its automatic compensating mechanism, can 
be used without adjustment. The temperature is 
measured in degrees Centigrade or degrees Fahren- 
heit directly by a lightspot on a scale 25 cm. long. 
Each division on the scale is distinct and clear and 
represents 0.1° C., the accuracy being guaranteed to 
be within + 0.1°C. A selection of 30 different 
electrodes is available and enables almost any tem- 
perature registration to be undertaken in man and 
in animals. 

Further particulars from the Sole South African 


Agent: Max H. Vogel, P.O. Box 5127, Johannes- 
burg. 

LONGIFENE 
Descréption: Longifene is 1 p.chlorbenzhydryl 4 


(p.tertiobutylbenzyl piperazine) dihydrochloride. In 
the world literature it appears under the chemical 
names Buclizine, Histabutyzine, and U.C.B. 4445. 
Indications: Longifene controls objective and sub- 
jective symptoms. It had already been shown to be 
effective in motion sick- 
ness and post-operative 
vomiting, so that it 
seemed likely that it 
might be equally effica- 
cious in vomiting of 


t pregnancy. As a matter 
LONGIFENE of fact,  Longifene 
proved to afford a com- 
plete symptomatic relief 
in 53% of the patients, 
while 14% were much 
improved and 19% im- 
proved. 

Dosage: It was found 
that a single dose of 50 
mg. mocte gave a num- 
ber of symptomatic re- 
liefs. Out of 36 patients treated for excessive 
vomiting, 20 were managed under this dosage 
scheme. When the response was not satisfactory 
after 3 days, it was supplemented by 25 mg. mane. 

Action: Longifene provides the advantage for 
prolonged action in 70° of the patients, relief 
was maintained for 8 to 24 hours after a single 
dose. This means that the action of a bedtime dose 
will last through the night in most cases. 

Longifene is practically devoid of any side effects. 

Packing: Bottles of 25 scored tablets, each 25 mg. 

Sole Distributors for Union Chimique Belge: 
Scherag (Pty.), Limited, Johannesburg. 


€U.C.B. 4445-BUCLIZINE } 


25 Tabt. Comper. od 25 me 


KAOPECTATE (UPJOHN) 


WITH AND WITHOUT NEOMYCIN 


Westdene Products (Pty.) Ltd. supply the following 
information on Kaopectate (Upjohn): 

Kaopectate is a combination of kaolin with pectin 
in a pleasantly flavoured vehicle. The kaolin in 
this combination has many advantages in the treat- 
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ment of non-specific diarrhoeas. It is free from 
impurities normally found in commercial kaolin 
and, therefore, well tolerated. Its minute particle 
size enhances its adsorption and protective qualities. 

Kaopectate with Neomycin in the Treatment of 
Diarrhoea. Each fluid ounce of Kaopectate with 
Neomycin contains: 


Neomycin 7 ay. 300 mg. 
1 | a 5.832 g. (90 gr.) 


Pectin... ... 2... Rian 0.130 g. ( 2 gr.) 
Suspended with Methylcellulose 1.25% 


Kaopectate with Neomycin is a palatable, aqueous 
preparation of the wide spectrum antibiotic, neo- 
mycin sulphate, in a 
remarkably stable sus- 
pension of kaolin and 
pectin suspended with 
methylcellulose. Kaolin 
and pectin are capable 


ect of removing bacteria 
Kaopec ate and irritants that are 
‘with 


common causes of dia- 
rrhoea and of protect- 
Neomycin ing the intestinal mu- 
cosa against certain 
irritating substances. 
The action of kaolin 
is purley mechanical. 
Through its surface 
action bacteria, toxins, 
and irritants are ab- 


sorbed. F 2zopectate 
products he". ‘<«x<cep- 
tional absor / pro- 
perties ’ (afferent 


grades and types of 
kaolin vary in this re- 


gard). 
Since kaolin, pectin, 
methylcellulose and 


neomycin are not ab- 
sorbed from the intes- 
tinal tract, Kaopectate 
with Neomycin acts 
entirely within the 
bowel, removing or 
destroying the inciting 
irritants, while serving to protect the intestinal 
mucosa and reducing the inflammatory process pre- 
sent. It does not interfere with the action of the 
gastric or intestinal contents and promotes the return 
of formed stools. 


Packs: Kaopectate 6 fl. oz. bottle. 
with Neomycin 4 fl. oz. bottle. 


Kaopectate 


V-CILLIN K (PENICILLIN V POTASSIUM, LILLY) 


ANOTHER MAJOR IMPROVEMENT IN ORAL PENICILLIN 


V-Cillin K combines the acid stability of Penicillin 
V with immediate solubility. Although Penicillin V 
is completely stable in gastric acid, not all of it 
becomes soluble within the time necessary for it 
to pass through the duodenum. V-Cillin K, how- 
ever, is not only resistant to gastric destruction but 
is also readily soluble at gastric and duodenal pH. 
V-Cillin K becomes completely soluble at pH 6 to 
8; therefore, theoretically, a// of the V-Cillin K is 
available for absorption into the blood stream from 
the duodenum (considered to be the major site of 
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penicillin absorption) and provides immediate, ex- 
tremely high blood levels. 

The major advantages of V-Cillin K are: 

1. Higher, Faster Blood Levels: Following the 
administration of 250 mg. of V-Cillin K, high 
blood levels (5.04 units/ml.) appear within 15 
minutes: peak levels in the range of 6 to 8 units 
per ml. occur within 30 minutes. Levels reached 
in the first 2 hours are at least 4 times those from 
comparable doses of penicillin G. These levels are 
also achieved faster than from comparable intra- 
muscular doses of soluble penicillin G potassium. 

2. Greater Total Penécillaemia: V-Cillin K pro- 
vides more penicillin in the blood for combating 
infection than do comparable doses of oral penicillin 
G, penicillin V acid and calcium penicillin V. 

3. Parenteral Penicillin Response: The immediate 
high blood levels from V-Czllin K. simulate those 
obtained with injectable forms; therefore, it is safe 
to assume that V-Cillin K may be used satisfactorily 
to treat most infections formerly treated with paren- 
teral penicillin. This is a major advantage, for 
both Penicillin V and V-Cillin K. 
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Blood levels in the range of 6 to 8 units per ml. 
are now attainable with an oral penicillin dosage 
of 250 mg. V-Cillin K promises to be a significant 
contribution to the armamentarium of the practising 
physician. V-Cillin K is another major improve- 
ment in oral penicillin. 

It is interesting to note that penicillin blood 
levels following the administration of equal doses 
of Penicillin V and V-Cillin K are almost identical 
after the second hour. The major advantage of 
V-Cillin K is the extremely high blood level ob- 
tained in the first 2 hours following administration. 
This advantage can only be attained through the 
use of uncoated tablets which are specially designed 
to disintegrate very rapidly following ingestion. 

Product Information: V-Cillin K is available as: 

Tablets No. 1830, V-Cillin K, 125 mg., in 

bottles of 10 and 50; 

Tablets No. 1831, V-Ci/lin K, 250 mg., in 

bottles of 10 
(at the same prices as Penicillin V, Lilly, Pulvules). 


PREPARATE EN TOESTELLE 


DiE ELEKTRIESE ,ELLAB’-TERMOMETER 


ELEKTRIESE TEMPERATUURKONTROLE BY DIE MENS 
EN DIER 


Onlangse ontwikkelinge in anestesiologie en chirur- 
gie, veral chirurgie van die brein, bors en hart, het 
betroubare, presiese en omvattende temperatuurregis- 
trasie van die allergrootste belang gemaak. 
Sodanige registrasie het ook ’n noodsaaklikheid 
geword tydens verskillende diagnostiese prosedures, 
bv. die ondersoek van vaatkwale. Vir die pirogeen- 
toets by diere (om die aanwesigheid van pirogeen 
vas te stel) is ’n delikate tegniek vir temperatuur- 
registrasie ook nodig—'n tegniek wat nie met die 
gewone kwik-koorspennetjie moontlik is nie. 





Aan hierdie aandrang op die akkurate registrasie 
van temperatuur kan daar alleen voldoen word deur 
elektriese metodes, gebaseer op  termo-elektriese 
koppelings (waar baie klein elektrodes gebruik kan 
word), of die registrasie van die elektriese weerstand 
(waar groter elektrodes gebruik moet word). 

Die belangrikste vereiste is egter dat die elektrode 
gebruik moet word saam met ’n betroubare en 
akkurate instrument vir die aanduiding van die baie 
swak termo-elektriese strome wat gemeet moet word. 

Elektrolaboriet, van Kopenhagen, wat in die ver- 


vaardiging van ’n groot verskeidenheid van elektriese 
termometers spesialiseer, het ’n instrument ontwikkel 
wat, weens sy outomatiese kompensasie-meganisme, 
sonder verstelling gebruik kan word. Die tempera- 
tuur word regstreeks geregistreer in grade Celsius of 
grade Fahrenheit deur ’n ligkol op ’n skaal, 25 sm. 
lank. Iedere afdeling van die skaal is duidelik en skerp 
afgebaken, en verteenwoordig 0.1°C. Die akkuraat- 
heid word gewaarborg tot binne +0.1°C. ’n Ver- 
skeidenheid van 30 verskillende elektrodes is beskik- 
baar, en maak dit moontlik om bykans enige tem- 
peratuur by die mens of die dier te registreer. 

Nadere Besonderhede is Verkrygbaar van die 
Enigste Suid-Afrikaanse Agent: Max H. Vogel, Pos- 
bus 5127, Johannesburg. 


LONGIFENE 


Beskrywing: Longifene is 1 p.chloorbenshidriel 4 
(p.tersiobutielbensielpiperasien) dihidrochloried. In 
die wéreldliteratuur verskyn dit onder die chemiese 
benamings Buclizine, Histabutyzine en U.C.B. 4445. 

Indikasies: Longifene kontroleer objektiewe en 
subjektiewe simptome. Gesien die feit dat daar 
reeds aangetoon is dat 
dit doeltreffend is vir 
die behandeling van be- 
wegingsiekte en na- 
operasie-braking is daar 
gemeen dat dit bes 
moontlik ook ewe doel- 
treffend kan wees vir 
die bestryding van die 
braking wat  tydens 
swangerskap _ voorkom. 
Inderdaad het Longifene 
die bewys gelewer dat 
dit simptomatiese verlig- 
ting aan 53% van die 
pasiénte verskaf het, ter- 
wyl 14% aansienlik ver- 
beter het, en 19% ver- 
beter het. 

Dosis: Daar is bevind dat ’n enkele dosis van 
50 mg. mocte ’n aantal simptomatiese verligtings 


LONGIFENE. 


(U.C.B. 4445-BUCLIZINE) 
25 Tat. Gomer ad 24 me 
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tot gevolg gehad het. Van 36 pasiénte wat vir 
oortollige braking behandel is, is 20 met hierdie 
dosisskema onder beheer gebring. Waar die reaksie 
na 3 dae nie bevredigend was nie, is die dosis aan- 
gevul met 25 mg. mane. 

Effek: Longifene bied ook die voordeel van ’n 
langdurige effek. By 70% van die pasiénte is die 
verligting oor ’n tydperk van 8 tot 24 uur na ’n 
enkele dosis gehandhaaf. Dit beteken dat die effek 
van ’n dosis wat met slapenstyd geneem word, in 
die meeste gevalle dwarsdeur die nag sal duur. 

Longéfene het feitlik geen newe-effekte nie. 

Verpakking: Bottels van 25 gekeepte tablette, 

Alleenverspreiders: Scherag (Pty.), Limited, Johan- 
nesburg, vir Union Chimique Belge. 


KAOPECTATE (UPJOHN) 
MET EN SONDER NEOMISIEN 


Westdene Products (Pty.) Ltd. verskaf die volgende 
inligting in verband met Kaopectate (Upjohn): 

Kaopectate is ’n samestelling van kaolien en pek- 
tien in ’n aangenaam gegeurde draer. Die kaolien 
in hierdie samestelling besit talle voordele vir sover 
dit die behandeling van nie-spesifieke diarree betref. 
Dit is vry van die onsuiwerhede wat gewoonlik in 
kommersiéle kaolien aangetref word, en word der- 
halwe besonder goed verdra. Die besonder klein 
deeltjies verhoog die adsorpsie- en beskermde_ hoe- 
danighede daarvan. 

Kaopectate met Neomisien vir die Behandeling 
van Diarree. Jedere vloeistof-ons Kaopectate met 
Neomisien bevat: 


Neomisiensulfaat ... ... ... 300 mg. 
RGQOMCR: 6.655. dss aces ces) Dsebe Be (QOgt) 
Pektien 0.130 g. ( 2 gr.) 


Gesuspendeer met metielsellulose 1 25% 

Kaopectate met Neomisien is ’n_ smaaklike, 
waterige preparaat van die breéspektrum-antibioti- 
cum, neomisiensulfaat, 
in ’n merkwaardig sta- 
biele suspensie van 
kaolien en pektien, ge- 
suspendeer met metiel- 
sellulose. Kaolien en 
pektien besit die ver- 
moé om die bakterieé 
en prikkelmiddels wat 
gewoonlik die oorsake 
van diarree is, te ver- 
wyder, en om die inge- 
wandslymvliese teen 
sekere_ prikkelende 
stowwe te beskerm. 

Die effek van kaolien 
is suiwer meganies. 
Bakterieé, toksiene en 
prikkelmiddel word 
geabsorbeer deur die 
oppervlakte-uitwerking 
daarvan. Kaopectate- 
produkte het ,buitenge- 
woon absorberende 
eienskappe’ (verskil- 
lende grade en tipes 
kaolien verskil wat dit 
betref). 

Aangesien _ kaolien, 
pektien, metielsellulose 
en neomisien nie uit 
die § ingewandskanaal 
geabsorbeer word nie, 
doen Kaopectate met 





Kaopectate 
with 
Neomycin 
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Neomisien al sy werk binne in die ingewande. Dit 
verwyder of vernietig die prikkelmiddels wat die 
kwaal veroorsaak, en beskerm terselfdertyd die inge- 
wandslymvliese en verminder die aanwesige ontste- 
kingsproses. Dit versteur nie die uitwerking van die 
maag- of ingewandsinhoud nie, en bevorder 'n terug- 
keer na gevormde stoelgang. 

Verpakking: Kaopectate, bottel van 6 vloeistof- 
ons. Kaopectate met Neomisien, bottel van 4 vloei- 
stof-ons. 


V-CILLIN K (PENISILLIEN V-KALIUM, LILLY) 


NOG ’N EERSTERANGSE VERBETERING IN 
MONDELINGE PENISILLIEN 


V-Cillin K verenig die suurstabiliteit van Penisillien 
V_ met _onmiddellike oplosbaarheid. Hoewel Peni- 
sillien V volkome stabiel in maagsap is, word alles 
nie opgelos binne die tyd wat dit nodig het om 
deur die twaalfvingerige derm te gaan nie. V-Cillin 
K bied egter nie alleen weerstand teen vernietiging 
in die maag nie maar is ook maklik oplosbaar teen 
maag- en duodenale pH. V-Cillin K word volkome 
oplosbaar teen pH 6 tot 8. Teoreties is al die V- 
Cillin K dus beskikbaar vir absorpsie in die bloed- 
stroom vanaf die twaalfvingerige derm (wat as die 
belangrikste plek van penisillienabsorpsie beskou 
word), en verskaf dit onmiddellik en buitengewoon 
hoé bloedpeile. 

Die belangrikste voordele van V-Cillin K is: 

1. Hoér, Vinniger Bloedpeile: Voigende op die 
toediening van 250 mg. V-Cillin K maak hoé 
bloedpeile (5.04 eenhede/ml.) hul verskyning binne 
15 minute. Hoogtepunte in die reeks 6 tot 8 een- 
hede per ml. kom binne 30 minute voor. Die 
peile wat binne die eerste 2 uur bereik word, is ten 
minste 4 keer hoér as dié wat deur vergelykbare 
dosisse penisillien G bewerkstellig word. Hierdie 
peile word ook vinniger bereik as met vergelykbare 
binnespierse dosisse oplosbare penisillien G-kalium. 

2. Groter Totale Penisillemie: V-Cillin K voor- 
sien die bloed van meer penisillien vir die bestryding 
van infeksie as vergelykbare dosisse mondelinge 
penisillien G, penisillien V-suur en kalsiumpenisil- 
lien V. 

3. Parenterale Penisillienreaksie: Die onmiddellike 
hoé bloedpeile wat deur V-Cillin K bewerkstellig 
word, stem ooreen met dié wat van die inspuitings- 
vorm verkry word; derhalwe kan daar met veiligheid 
aangeneem word dat V-Cillin K met bevredigende 
resultate gebruik kan word vir die behandeling van 
die meeste infeksies wat vroeér met parenterale peni- 
sillien bestry moes word. Dit is ’n belangrike voor- 
deel van sowel Penisillien V as V-Cillin K. 

Bloedpeile in die reeks 6 tot 8 eenhede per ml. 
is tans verkrygbaar met ’n mondelinge dosis van 
250 mg. penisillien. V-Cz/lin K hou dus die belofte 
in dat dit 'n waardevolle byvoeging sal wees tot die 
wapenrusting van die praktiserende geneesheer. 
V-Cillin K is ’n verdere eersterangse verbetering op 
die gebied van mondelinge penisillien. 

Dit is interessant om daarop te let dat die peni- 
sillienbloedpeile volgende op die toediening | van 
gelyke dosisse Penisillien V en V-Cillin K na die 
tweede uur byna identiek is. Die belangrikste voor- 
deel van V-Cillin K is die buitengewoon hoé bloed- 
peil wat binne die eerste 2 uur na toediening bereik 
word. Hierdie voordeel kan alleen verkry word 
deur die gebruik van onversuikerde tablette wat 
spesiaal ontwerp is om besonder vinnig na opneming 
te ontbind. 
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Produk-Inligting: V-Cillin K is verkrygbaar as: 


Tablette No. 1830, V-Cillin K, 125 mg. in 

bottels van 10 en 50; 
Tablette No. 1831, V.Cillin K, 250 mg., in 
REVIEWS 


THE NEW GOULD MEDICAL DICTIONARY 


Blakiston’s New Gould Medical Dictionary. 
Ed. by Normand L. Hoerr, M.D., and Arthur 
Osol, Ph.D. 1956. 2nd ed. (Pp. 1463. 
With 252 illustrations on 45 plates, 129 in 
colour), New York: McGraw-Hill Interna- 
tional Corporation. 


This new edition of a standard and outstanding 
medical dictionary has been compiled with the co- 
operation of 88 contributors. Its vast scope em- 
braces not only terms which may be met in the 
practice of medicine, but also the relevant voca- 
bulary of medical physics and chemistry, dentistry, 
pharmacy, nursing, veterinary medicine, zoology and 
botany, as well as medico-legal terms. This ency- 
clopaedic coverage must surely make this Dictionary 
pre-eminent in its field. 

A striking feature is the pictorial supplement, 
mostly in full colour, of 45 plates which consti- 
tute a remarkable anatomical atlas comprising oste- 
ology, myology, the circulation, the nervous system, 
the special sense organs, haematology, malariology, 
bacteriology, common dermatological lesions, first 
aid bandaging, fractures and dislocations, the 
mechanism of hernia and of childbirth as well as 
a pictorial synopsis of the endocrine glands. 

The volume concludes with an Appendix con- 
sisting of extremely detailed Tables dealing with 
the following: 

Arteries; Bones; Joints and Ligaments; Muscles; 
Nerves; Veins; Blood Constituents; Elements; En- 
zymes; Hormones (together with the structural for- 
mulae of the steroids); Isotopes; Medical Signs and 
Symbols; Micro-organisms Pathogenic to Man; Mon- 
strosities and Anomalies; Phobias; Pregnancy; Pre- 
scription Writing; Proteins; Thermometric Equi- 
valents; Vitamins; and Weights and Measures. 

This editorial achievement will win the respect 
and admiration of all medical practitioners, who will 
undoubtedly find in this Dictionary one of the 
most satisfactory adjuncts to their professional read- 
ing and creative writing. 


CUNNINGHAM’S PRACTICAL ANATOMY 


Cunningham’s Manual of Practical Anatomy: 
Vol. I. General Introduction; Upper Limb; 
Lower Limb. Revised by J. C. Brash, M.C., 
M.A., M.D., D.Sc., LL.D., F.R.C.S. Ed., F.R.S.E. 


(1957. 12th ed. Pp. 380 + Index. With 
196 Figs. 25s.). London: Oxford University 
Press. 


This Manual has been the standby of very many 
generations of students. The current edition appears 
some 9 years after the previous one. The first 
volume is devoted to the general introduction and 
the upper and the lower limbs—a convenient 
arrangement which suits the sequence of dissection 
which the student follows. 

The periodic reviews of anatomical nomenclature 
aim at simplification and international applicability. 
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bottels van 10 
(teen dieselfde pryse as Penisillien V, Lilly, Pul- 
vules). 


OF BOOKS 


Finality has by no means been reached. Conse- 
quently, when new terms are incorporated, the Bir- 
mingham Revision or the Paris Nomenclature 
(1955) appear in cross references. 

The considerable reduction of the content of the 
curriculum for anatomy in medical schools in the 
Commonwealth makes invaluable a practical manual 
of dissection such as has now been produced. It 
will be welcomed both by the undergraduate stu- 
dent and the practitioner who needs to refresh his 
memory of basic anatomy. 

An important practical point in the binding of 
the book has been the use of a new waterproof 
material for the cover. Hence, if the book becomes 
soiled in the dissecting room, it can be sponged 
very simply with soap and water. 


CUNNINGHAM’S TEXT BOOK OF ANATOMY 


Cunningham's Text-Book of Anatomy—Volume 
Ill: The Anatomy of The Digestive and Uro- 
genital Systems, Ductless Glands, Skin and 
Sensory Organs. By M. R. Drennan, C. P. 
Martin, the late A. B. Appleton and the late 
C. M. West. 1957. (Pp. 1217 + Index. 
With illustrations. 20s.). 

Volume IV: The Anatomy of the Respira- 
tory Blood-Vascular and Lymphatic Systems. 
By J. C. B. Grant and J. C. Brash. 1957. (Pp. 
1442 + Index. With illustrations. 17s. 6d.). 
London: Oxford University Press. 


The standard Cunningham’s Text-Book of Anatomy 
as an authoritative reference work is largely known 
to most students and practitioners as a single mas- 
sive volume. Its re-appearance in separately bound 
sections restores a practice which was abandoned 50 
years ago. Each volume is now complete in itself 
and may be used independently of the rest of the 
text because each principal anatomical section is 
dealt with completely within the compass of a 
single volume. 

The separate volumes will undoubtedly be easier 
and more convenient to handle and will effect a 
considerable economy for the reader who does not 
require the whole volume at one time. 

There is an attractive legibility about the pre- 
sentation of the text, and the illustrations, especially 
those in colour, have a clarity which adds strik- 
ingly to the value of this comprehensive source 
book. 

Each chapter is followed by a very adequate list 
of references which guide the student to further 
and more specialized reading. 

South African students and practitioners will have 
a particular interest in the fact that the section on 
the Digestive System has been prepared by Prof. 
M. R. Drennan, until very recently Professor of 
Anatomy at the University of Cape Town. 

The very reasonable price at which each volume 
is now offered should make it much easier for the 
student to add these important and necessary mono- 
graphs to his anatomical library. 
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FUNCTIONAL ANATOMY 


An Introduction to Functional Anatomy. By 
David Sinclair, M.A. (Oxford), M.D. (St. 
Andrews). 1957. (Pp. 409 + Index. With 
166 Figs. 42s.). Oxford: Blackwell Scien- 
tific Publications. 


Professor Sinclair has undertaken a novel but neces- 
sary exercise in the teaching of anatomy.  Struc- 
ture and function cannot be separated and each is 
necessary for an understanding of the other. 

The author’s former experience at the Dorset 
House School of Occupational Therapy, Oxfcrd, has 
given him an excellent opportunity to explore the 
technique of writing a functional account of 
anatomy. 

There has necessarily been a selection (although 
a very careful one) of material from the mass of 
anatomical data available. The diagrams are clear 
and uncluttered and those illustrating the actions of 
muscles in relation to the joints are extremely well 
conceived. Where necessary, succint diagrams of 
microscopic appearances are included. 


Professor Sinclair's book is aimed mainly at the 
occupational therapist. It should, however, pro- 
vide interesting and valuable reading for related 
medical auxiliaries as well as for the medical stu- 
dent. Although he has adopted the Paris nomen- 
clature, agreed on in 1955 at the 6th International 
Anatomical Congress in that City, the author has 
very wisely indicated the equivalent familiar terms 
where these have been hallowed by usage. 


INTERNATIONAL CLASSIFICATION OF DISEASES 


World Health Organization, Manual of the 
International Statistical Classification of 
Diseases, Injuries and Causes of Death (Volume 
I, 1957; xli+ 393 pages. £1 15s.) (Including 
Volume II to be published later.) Pretoria: 
‘ Schaik’s Bookstore (Pty.) Ltd., P.O. Box 
724, 


The World Health Organization has just published 
the first volume of the new edition of the Manual 
of the International Statistical Classification of 
Diseases, Injuries and Causes of Death, amended in 
accordance with the seventh revision of the Inter- 
national Lists of Causes of Death. 


This represents a further step in a long-term 
attempt to ensure the comparability of mortality 
and morbidity statistics published in different coun- 
tries. In 1893 the International Statistical Institute 
adopted the first International List of Causes of 
Death, or Bertillon Classification. This list met 
with general approval and was immediately applied 
in several countries. It was decided that it should 
be revised every 10 years, the first 5 revisions taking 
place in 1900, 1909, 1920, 1929 and 1938; the 
fourth and fifth revisions were undertaken jointly by 
the International Statistical Institute and the Health 
Organization of the League of Nations. After its 
creation in 1946, the World Health Organization, 
which took over the responsibilities of the League 
of Nations in the field of public health, was given 
the task of continuing the revision of the lists 
of causes of death and, at the same time, of estab- 
lishing international lists of causes of morbidity. 


WHO took an active part in the preparation and 
work of the International Conference for the Sixth 
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Revision of the Lists, which met at Paris in 1948 
and finally adopted the International Statistical 
Classification of Diseases, Injuries and Causes of 
Death. This classification combined causes of death 
and causes of diseases for morbidity statistics in a 
single system for the first time. The First World 
Health Assembly endorsed the decisions of the 
Paris Conference and also adopted the WHO Regu- 
lations No. 1 (Nomenclature Regulations), inten- 
ded to guide national administrations in the com- 
pilation and publication of statistics in accordance 
with the International Classification. The Classi- 
fication was published by WHO in the form of a 
Manual (in separate English, French and Spanish 
editions), which also contained the Nomenclature 
Regulations, and International Form of Medical 
Certificate of Cause of Death, as well as rules for 
selection of the underlying cause of death (i.e. 
the cause which should appear in the statistics when 
several causes are mentioned at the same time in 
the certificate). 

The revised edition of the Manual which has 
just appeared has been little changed as compared 
with the previous one. No alterations to the actual 
structure of the classification have been made by 
the seventh revision. The main modifications are 
essentially intended to improve the existing provi- 
sions or to make them more precise. However, in 
the section dealing with neoplasms, new 4-figure 
categories make it possible to classify certain neo- 
plasms according to anatomical site in more detail. 
Some changes have been made in the Nomenclature 
Regulations to render certain of its provisions less 
rigid. Finally, the rules to be followed for selec- 
tion of the underlying cause of death have been 
modified or made more precise in certain points, 
to facilitate their application. 

The second volume of this work, the alphabetical 
index, will be published within the next few 
months. 


KERR’S SURGERY FOR MEDICAL AUXILIARIES 


Surgery. By W. G. Kerr, M.B., F.R.C.S. (Ed.). 
1957. (Pp. 388 + Index. 25s.). London: 
Oxford University Press. 


This book is one of the hand books for medical 
auxiliaries published for the medical assistant and 
nurse in the African territories. It is concise and 
simplified, giving the basic facts of surgical patho- 
logy and the principles of surgery. 

It covers most regions of the body in an easily 
understandable manner. The chapter on the ab- 
domen and abdominal conditions is brief and does 
not give sufticient detail to the medical auxiliary 
who, in Central Africa, may have to make a diag- 
nosis and a decision to send the patient to hospital. 

In most subjects, the author gives some of the 
tropical diseases that may occur, but there are some 
notable omissions. Ainhum, not uncommon in the 
African patient, is not mentioned. 

Urology and gynaecology are also covered and the 
nursing of the patient is stressed. 

There are no illustrations or drawings. Their in- 
clusion would probably be of assistance to the stu- 
dent using this book. 

This book is useful to the medical auxiliary, 
especially if it is accompanied by a series of lectures. 
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HISTOLOGICAL TECHNIQUE 


Histological Technique for Normal and Patho- 
logical Tissues and the Identification of Para- 
sites. By H. M. Carleton, with the coflaboration 
of R. A. B. Drury, 1957. 3rd ed. (Pp. 318 
+ Index. Illustrated. 30s.). London: Oxford 
University Press. 


Unlike its predecessor, the new edition of this book 
is the work of two authors. Due to the untimely 
death of Dr. Harry Carleton, the final stages in the 
revision of this book were carried out by Dr. 
R. A. B. Drury who was entirely responsible for the 
chapters on Histopathological and Bacteriological 
MetLods. 

This volume is an excellent standby for student 
and junior technicians and, because of its wide scope, 
it will serve as a convenient reference source in his- 
tological and pathological laboratories. Although a 
great deal of new material has been included in this 
edition, it is moderate in size and cost. 

A description of embedding with the relatively 
new polyester waxes has been omitted. These waxes 
are easy to use, preserve cytological detail and 
diminish shrinkage. The conservative approach is 
maintained in the chapter on injection methods. The 
injection corrosion techniques, using a variety of 
polymerizing resins which yield such beautiful re- 
sults, are not mentioned. Some of the histochemical 
methods are too concise. There is very little mention 
of the life and storage of solutions and the novice 
following the instructions for the Periodic Acid 
Schiff Technique would run into many difficulties. 

Nevertheless, this book will serve as an excellent 
introduction to standard histological methods and 
has been recommended by the Institute of Medical 
Laboratory Technology (London) as a suitable text- 
book for study for their examinations. 


SIR ROBERT PHILIP AND TUBERCULOSIS 


Sir Robert W. Philip, 1857-1938: Memorses 
of His Friends and Pupils. Edited by Harley 
Williams and 13 authors. (Pp. 96. 12s. 6d.). 
London: National Association for the Preven- 
tion of Tuberculosis. 


This monograph commemorates the outstanding 
contributions by Sir Robert W. Philip, who died 
in 1939 at the age of 81 years. It is stimulated 
by the centenary of Sir Robert's birth in 1857, 
and records his outstanding influence and achieve- 
ments in the management of tuberculosis. Indeed, 
his work in this field has become an enduring 
part of preventive medicine. 


South African readers will be particularly in- 
terested in the contribution by Dr. David P. Marais, 
who is regarded in the profession with consider- 
able affection as the doyen of physicians in this 
country. Dr. Marais’ chapter deals with Some Per- 


sonal Recollections, and stresses the fact that Sir 
Robert’s views, which were regarded as revolu- 
tionary 50 years ago, are to-day widely accepted 
and practised. 

This little volume is beautifully bound and will 
make an attractive addition to the history of 
phthisiology. 


MEDIESE ByDRAES 


THE SCIENTIFIC BASIS OF MEDICINE 


Lectures on the Scientific Basis of Medicine: 
Vol. V. Arranged by the British Postgraduate 
Medical Federation. 1957. (Pp. 468 + Index. 
Illustrated. 45s.). University of London: The 
Athlone Press. 


The reviewer has had the pleasure of reviewing pre- 
vious volumes of this book and it is indeed a high 
recommendation that he found the same pleasure in 
this volume as he did in the last. 

The lectures are extremely varied in their scope 
and extend from the Treatment of Hepatic Coma to 
the Metabolism of Collagen. It is unlikely that 
every reader will want to read every lecture in this 
collection, but it is probable that he will pick out 
a considerable number of great interest to him. As 
a post-graduate introduction to the Scientific Basis 
of Medicine these lectures cannot be improved upon. 

It is difficult to single out any lecture for special 
mention but the Treatment of Hepatic Coma by 
J. F. Stokes and Renal Control of Acid-Base Balance 
by M. D. Milne provide an up-to-date summary of 
recent knowledge. Industrial Toxicology by M. W. 
Goldblatt will be of considerable interest to most 
clinicians. IN. H. Martin’s lecture on Primary Pro- 
tein Deficiencies is of great importance to both the 
laboratory worker and the clinician, and is a clear 
statement of the present facts. 

The selection of these lectures for mention does 
not mean that the others are less in their standard 
but only that the reviewer found them of particular 
interest. 

The book can safely be recommended to any post- 
graduate, especially if he intends writing one of the 
higher examinations. 


JUVENILE EPILEPSY 


Juvenile Epilepsy: Report of a Study Group. 
World Health Organization: Technical Report 
Series, 1957, No. 130; 44 pages. 1s. 9d. 
Pretoria: Van Schaik’s Bookstore (Pty.), Ltd., 
P.O. Box 724. 


In October 1956 a WHO Study Group on Juvenile 
Epilepsy met in London with the dual aim of ob- 
taining as comprehensive a picture as possible of 
the problem of juvenile epilepsy and how to handle 
it and of showing this picture as widely as possible. 
The report of this Study Group is therefore directed 
mainly at the persons responsible for the organiza- 
tion of public health services in positions where 
they are able to influence the development of com- 
munity services, but it is also of considerable inter- 
est to all those whose work may bring them into 
contact with the young epileptic. 

The Study Group was organized to include 
specialists from a number of European and American 
countries and to represent a variety of disciplines, 
so that the problem might be viewed from different 
aspects—physiological, paediatric, psychiatric, genetic 
and social. 

The Report is designed to provide a review of 
current clinical and laboratory research bearing on 
children’s epilepsy that is sufficient for the under- 
standing of the present medical treatment and social 
handling of such cases. The latter part of the 
Report expounds a plan for such treatment and 
social handling, including the public health and 
educational problems and a discussion of family 
counselling and genetic advice. 
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REDAKSIONEEL - EDITORIAL 


ANESTETIESE GEVARE BY 
TANDHEELKUNDIGE PROSEDURES 


Elders in hierdie uitgawe vestig dr. Cyril J. 
Levy in ’n kort maar saaklike mededeling die 
aandag op wat prima facie ’n uiters veront- 
rustende ontwikkeling in die tandheelkundige 
praktyk is, nl. die toediening van algemene 
anesthetica aan sowel volwassenes as kinders 
wanneer ’n tand gestop moet word. 

Die navrae wat ons gedoen het, het ons 
oortuig dat hierdie gewoonte geensins tot Dur- 
ban beperk is nie, maar inteendeel ook in 
ander dele van die land in swang is. 

Daar moet benadruk word dat ons bydraer 
se opmerkings betrekking alleen op die stop 
van tande het, en duidelik aan die lig bring 
dat ‘n anestetiese diens aangevra word selfs 
wanneer die tandarts geen tande gaan trek nie. 

Soos die skrywer heeltemal tereg daarop 
wys, kan geen algemene anestheticum as ’n 
onbelangrike prosedure beskou word nie. Selfs 
in die beste en mees ervare hande bring dit 
altyd die gevaar van die dood mee, al is daar- 
die gevaar ook hoe gering. 

Temeer, die onlangse waarnemings van 
Bourne! beklemtoon hoe besonder gevaarlik dit 
is om ’n pasiént in die volkome onfisiologiese 
regop posisie te anesteseer. Hy vestig die aan- 
dag op die gevaar van dood of blywende sere- 
brale skade as pasiénte in die regop posisie 
gehou word tydens anestesie met gas vir tand- 
heelkundige prosedures. Dit is beslis by- 
komstige gevare wat vermy en waarteen ge- 
waak moet word as daar op algemene anestesie 


ANAESTHETIC DANGERS IN DENTAL 
PROCEDURES 


Elsewhere in this issue Dr. Cyril J. Levy draws 
attention, in a brief but pertinent communica- 
tion, to what is, prima facie, a most alarming 
development in dental practice, viz. the ad- 
ministration of a general anaesthetic for dental 
fillings, both in adults and in children. 

We are satisfied from our own inquiries 
that the practice is by no means confined to 
Durban, and is prevalent in other parts of the 
country. 

It should be stressed that our contributor’s 
remarks refer to dental fillings only and make 
it clear that the anaesthetic service is required 
even when no extractions have to be per- 
formed. 

As the author rightly points out, no general 
anaesthetic can be regarded as a minor proce- 
dure. It always carries a lethal risk, however 
remote, even in the best and most experienced 
hands. 

Moreover, the recent observations by 
Bourne! have emphasized the serious dangers 
of anaesthetizing a patient in the completely 
unphysiological upright position. He draws 
attention to the risks of death or permanent 
cerebral damage when patients are kept up- 
right during dental gas anaesthesia. These are 
certainly additional hazards to be avoided and 
guarded against if general anaesthesia for den- 
tal purposes is insisted upon 

In addition, in the minor dental procedures 
for which it is required, unconsciousness may 





1. Bourne, J. G. (1957): Lancet, 2, 499. 
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HISTOLOGICAL TECHNIQUE 


Histological Technique for Normal and Patho- 
logical Tissues and the Identification of Para- 
sites. By H. M. Carleton, with the collaboration 
of R. A. B. Drury, 1957. 3rd ed. (Pp. 318 
+ Index. Illustrated. 30s.). London: Oxford 
University Press. 


Unlike its predecessor, the new edition of this book 
is the work of two authors. Due to the untimely 
death of Dr. Harry Carleton, the final stages in the 
revision of this book were carried out by Dr. 
R. A. B. Drury who was entirely responsible for the 
chapters on Histopathological and Bacteriological 
Methods. 

This volume is an excellent standby for student 
and junior technicians and, because of its wide scope, 
it will serve as a convenient reference source in his- 
tological and pathological laboratories. Although a 
great deal of new material has been included in this 
edition, it is moderate in size and cost. 

A description of embedding with the relatively 
new polyester waxes has been omitted. These waxes 
are easy to use, preserve cytological detail and 
diminish shrinkage. The conservative approach is 
maintained in the chapter on injection methods. The 
injection corrosion techniques, using a variety of 
polymerizing resins which yield such beautiful re- 
sults, are not mentioned. Some of the histochemical 
methods are too concise. There is very little mention 
of the life and storage of solutions and the novice 
following the instructions for the Periodic Acid 
Schiff Technique would run into many difficulties. 

Nevertheless, this book will serve as an excellent 
introduction to standard histological methods and 
has been recommended by the Institute of Medical 
Laboratory Technology (London) as a suitable text- 
book for study for their examinations. 


SiR ROBERT PHILIP AND TUBERCULOSIS 


Sir Robert W. Philip, 1857-1938: Memores 
of His Friends and Pupils. Edited by Harley 
Williams and 13 authors. (Pp. 96. 12s. 6d.). 


London: National Association for the Preven- 
tion of Tuberculosis. 


This monograph commemorates the outstanding 
contributions by Sir Robert W. Philip, who died 
in 1939 at the age of 81 years. It is stimulated 
by the centenary of Sir Robert’s birth in 1857, 
and records his outstanding influence and achieve- 
ments in the management of tuberculosis. Indeed, 
his work in this field has become an enduring 
part of preventive medicine. 

South African readers will be particularly in- 
terested in the contribution by Dr. David P. Marais, 
who is regarded in the profession with consider- 
able affection as the doyen of physicians in this 
country. Dr. Marais’ chapter deals with Some Per- 
sonal Recollections, and stresses the fact that Sir 
Robert’s views, which were regarded as revolu- 
tionary 50 years ago, are to-day widely accepted 
and practised. 

This little volume is beautifully bound and will 
make an attractive addition to the history of 
phthisiology. 
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THE SCIENTIFIC BASIS OF MEDICINE 


Lectures on the Scientific Basis of Medicine: 
Vol. V. Arranged by the British Postgraduate 
Medical Federation. 1957. (Pp. 468 + Index. 
Illustrated. 45s.). University of London: The 
Athlone Press. 


The reviewer has had the pleasure of reviewing pre- 
vious volumes of this book and it is indeed a high 
recommendation that he found the same pleasure in 
this volume as he did in the last. 

The lectures are extremely varied in their scope 
and extend from the Treatment of Hepatic Coma to 
the Metabolism of Collagen. It is unlikely that 
every reader will want to read every lecture in this 
collection, but it is probable that he will pick out 
a considerable number of great interest to him. As 
a post-graduate introduction to the Scientific Basis 
of Medicine these lectures cannot be improved upon. 

It is difficult to single out any lecture for special 
mention but the Treatment of Hepatic Coma by 
J. F. Stokes and Renal Control of Acid-Base Balanc 
by M. D. Milne provide an up-to-date summary of 
recent knowledge. Industrial Toxicology by M. W. 
Goldblatt will be of considerable interest to most 
clinicians. N. H. Martin’s lecture on Primary Pro- 
tein Deficiencies is of great importance to both the 
laboratory worker and the clinician, and is a clear 
statement of the present facts. 

The selection of these lectures for mention does 
not mean that the others are less in their standard 
but only that the reviewer found them of particular 
interest. 

The book can safely be recommended to any post- 
graduate, especially if he intends writing one of the 
higher examinations. 


JUVENILE EPILEPSY 


Report of a Study Group. 
Technical Report 


Juvenile Epilepsy: 
World Health Organization : 


Series, 1957, No. 130; 44 pages. 1s. 
Pretoria: Van Schaik’s Bookstore (Pty.), Ltd., 
P.O. Box 724. 


In October 1956 a WHO Study Group on Juvenile 
Epilepsy met in London with the dual aim of ob- 
taining “as comprehensive a picture as possible of 
the problem of juvenile epilepsy and how to handle 
it and of showing this picture as widely as possible. 
The report of this Study Group is therefore directed 
mainly at the persons responsible for the organiza- 
tion of public health services in positions where 
they are able to influence the development of com- 
munity services, but it is also of considerable inter- 
est to all those whose work may bring them into 
contact with the young epileptic. 

The Study Group was organized to include 
specialists from a number of European and American 
countries and to represent a variety of disciplines, 
so that the problem might be viewed from different 
aspects—physiological, paediatric, psychiatric, genetic 
and social. 

The Report is designed to provide a review of 
current clinical and laboratory research bearing on 
children’s epilepsy that is sufficient for the under- 
standing of the present medical treatment and social 
handling of such cases. The latter part of the 
Report expounds a plan for such treatment and 
social handling, including the public health and 
educational problems and a discussion of family 
counselling and genetic advice. 
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